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There are times in life when one finds one- 
self back at the beginning, when one re-asks 
old questions, which one wants to examine in 
terms of more recent experience and know- 
ledge. Just now I find myself once more con- 
cerned with the relationship between general 
ethics and analytic work, both in terms of the 
social and political behaviour enacted around 
us and in terms of the more philosophical 
speculations which we share with students in 
other fields. I also want to explore whether, 
and in what way, we analysts may be com- 
mitted, in our theories and in our dealings with 
our patients, be this explicit or implicit, to 
certain convictions about the nature of man, 
and to the encouragement of certain psycho- 
logical qualities as being desirable. " 

On the face of it analysts eschew explicit 
acceptance of any particular value system; and 
most of us make a deliberate effort to avoid 
expressing moral views or judgements in our 
direct contact with patients. Considering our 
pecial relationship with them, this is indeed a 
ost necessary safeguard of their authentic 
self-development. 

And yet all that goes on between analyst 
and patient — our interpretations, the kind of 
actions and feelings that we select for reaction 
and comment, indeed the very form in which 
we clothe or express our reactions — all these 
are bound to reflect some of our own attitudes 
and convictions. And since our impact ex- 
tends beyond the circle of our patients to the 
larger community through our writings, our 
teaching, speaking and our personal friend- 
ships, it is perhaps not justa private o] but 
actually a professional obligation that we 
examine from time to time the value system 
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By ROSEMARY GORDONİ 


that may underlie our work and thought, and 
in what way it reflects or affects social pheno- 
mena and trends in other scientific disciplines. 

Now the conception of what is *good' or 
what is a ‘good person’ must depend, at least 
in part, on what one thinks of as characteristic- 
ally and essentially human. It depends there- 
fore on one’s ideas of how man comes to be 
as he is and what combination of forces has 
helped to shape him as he is. 

Questions of ‘the good’ are the concern of 
the moral philosopher, while exploration of 
man, the examination of his behaviour and 
experience, belongs to the science of psycho- 
logy. 

In this paper I therefore want to consider 
first whether theory and practice in the field of 
psychodynamics are, or have been, affected 
by ethical judgements or what is ‘good’, be 
such judgements explicit or implicit. Secondly, 
I want to speculate on whether formulations 
that are clinical in nature and hence derived 
from direct experience with our patients might 
themselves eventually influence ethical think- 
ing. Finally, I shall glance at some of the 
understandings and misunderstandings of 
psychoanalytic insights among the lay public. 

Let me explore an example. During the last 
three to five years we have witnessed the erup- 
tion of a fascinating and yet bewildering avant- 
garde movement. The bewilderment is, I 
think, due to the fact that, though the partici- 
pants think of themselves as a single move- 
ment, in fact their goals and their objectives 
clearly polarize them into at least two separate 
and very distinct groups which the French 
sociologist, Morin, has actually named the 
micro- and the macro-rebels. 

The micro-rebels, or what I might call the 
‘introverted rebels’, have turned their backs 
on technology, on materialism and on the 
restraints of the individual inside the various 
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social institutions, such as class, family, 
marriage, etc. Instead they seek for increased 
self-awareness, for genuine inner experience, 
for valid personal relationships and for 
sufficient personal identity and independence 
so that each can find and do ‘his own thing’. 
They shy away from the rational and the 
scientific and instead search out the creative 
arts and the encounter with the dangerous, the 
mystical and the sublime. This group seems 
then to have incorporated many of the values, 
explicit in existentialism and often more 
implicit amongst analysts; but, through their 
enthusiasm they have given these values a 
quite particular vitality, even though many of 
them find it difficult not to shirk the personal 
effort and tension involved in actualizing these 
values. 

It is the existence of the second group, the 
macro-rebels, or extravert rebels, which is to 
me so puzzling and alarming; for they seem to 
have embarked on a sort of wilful descent into 
collectivism, on a kind of orgiastic shedding 
of selfhood, on an idealization of action un- 
tainted by reflexion, and they deploy defensive 
mechanisms like projection and denial with 
an almost defiant innocence, According to 
Money-Kyrle’s classification — described in 
his paper on “Psychoanalysis and Ethics’ 
(1955) — they would fall into the first two of his 
four categories — the hypomanics, who do not 
consciously experience guilt, and the hypo- 
paranoids, whose guilt is ‘for export only’. Of 
Course, having cast away their own selfhood 
they are not likely to recognize or to respect the 
selfhood of others. The enactment of impulses 
untrammelled by any insight may spare the 
individual the experience of ambivalence and 
conflict and save him from the potential 
feelings of concern, Tegret and guilt — at least 
for some time. The macro-rebel is thus pre- 
occupied with the destruction of Systems and 
Social institutions. He perceives no individual 
except as a particle of the system to which he 
is said to belong — class, race, nationality, 
religious group, bosses, workers, etc. — and as 
quite unfree to act or to experience in any way 
Other than as à constituent of that system. 


Why should this happen now and happen 
amongst apparently intelligent and educated 
people? I can offer here only some very cursory 
and tentative speculations: we must cast our 
mind back to the 19th and early 20th centuries 
when the miracles achieved by science and 
technology encouraged man to feel exuberant, 
and confident that he would now be able 
press the forces of nature into his service, oot 
he would now come to feel safe and secure! 
the world and able to resolve all its € 
However, parallel with these | nme 
achievements in the physical sciences f 
progressive disintegration of the traditi s 
social structures, and of the religious a : 
cosmological belief systems. This pipa 
tion of the cultural institutions left the ea 4 
vidual more free but also more expose d 
back on to his own nee 
resources and charged him with the inei 
decisions in areas over which he had previa : 
Thus was the inate 
alanced by greate 


threw him 


very little control. 
material security counterb 
psychological insecurity. 


i f 
: sec in the field 9 
I suspect that the discoveries In t 


ase to the 
living 1n 
ded 


all. 
as people came to feel mot 


responsible for the shape of th 


relationships they were now f! . 
they required more self-awareness | to profi 
knowledge in order to cope with an while 
from their new condition. ro e cee the 
physical technology did seem to osi the c 
sense of comfort and apparent We yt quite 5° | 
psychodynamic techniques were aught about 
unequivocal. It is true the pain od then the 
by false solutions is often relieve ar f perso!" 
demands of the actual life ions accept? i 
ality and of emotional needs can 5e ]easut 
with more energy and even ee and | 
Nevertheless, analysis does not, WI" purde? 
cannot shield the individual from tne eriencé 
of personal responsibility and the ex 
of authentic anxiety. 

Those who do not feel the exub' 


e 
erance of th 


exploration of their deeper selves, but who are 
instead frightened and intolerant of the ac- 
companying discomforts may be tempted to 
seek out various ways of escape. They may, for 
instance, try to sink their personal identity into 
a group - Erich Fromm's classical book The 
Fear of Freedom (1960) deals rather prophetic- 
ally with such a collective regression. Or they 
may seek shelter in a resentful withdrawal, a 
‘dropping out’ of a world which has not made 
good its promise that with the help of science 
. man will be freed from pain, hurt and suffering. 
|. [| have an example of this in a young man who 
sought treatment in one of my student groups 
because he himself had come to suspect that 
. his repeated ‘dropping out’ of the various 
|. university courses and training colleges, for 
what seemed always the most convincing 
political reasons, had really a compulsive 
quality. Indeed in the course of his work in the 
group it became apparent that the pain he tried 
to avoid was the pain of the death of his mother 
during hisearly adolescence and the remarriage 
of his father to an unsympathetic woman; he 
ad experienced this as a betrayal. Though his 
olitical allegiance is unchanged he is now 
concerned that this shall not become once 
again an addiction; that it shall not once again 
tempt him to assume a pseudo-independence 
ina pseudo-parental role and thus prevent a 
genuine solution of the difficulties and 
anxieties which he experiences in personal and 
sexual relationships. 
. But there may indeed be other routes of 
escape which our own Science and discipline 
has opened up, wittingly, or more often un- 
wittingly. I am, in this context, thinking of an 
article by Bruno Bettelheim on Obsolete 
Youth’ (1969). Apart from the many interest- 
ing points he makes in that article — at a time 
when student rebellion was almost daily 
front-page news = there was a particular par 
raph which I felt was a challenge to more an 
eam thought. ]n that paragraph wire 
suggests that psychoanalytic insights are often 
isinterpreted by the general 


misapplied and m! i à 
piii, dg anexample he points to the analyst’s 
commendation that inner rages, for instance, 
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should not be suppressed but faced, a com- 
mendation which is all too often taken to mean 
that aggression should always be expressed — 
and not just in thoughts either. This then, 
Bettelheim argues, easily leads on to the belief 
that whatever can be experimented with in 
thought is also suitable to be tried in reality. 
In other words, psychoanalytic insights are 
liable to be understood concretistically and 
translated into modes of behaviour rather than 
recognized as modes of experience. 
Bettelheim, in that particular article, does 
not pursue any further how, why and which 
psychoanalytic insights tend to be understood 
or misunderstood by individuals or groups of 
individuals. But this question does seem to 
have been taken a step further by Harry 
Guntrip in his recently published book, 
Psychoanalytic Theory, Therapy and the Self 
(1971). In it he differentiates Freud's early 
classic instinct theory from his later ego 
theories. Through the instinct theory Freud 
had hoped to remain within the respectable, 
materialist tradition of the sciences of his time. 
The assumption that man's behaviour and 
experience is at bottom physiological in nature 
led Freud on to believe that all men's troubles 
were due to the repression of instincts and that 
if only these repressions could be undone men 
would become healthy and happy. Guntrip 
quotes Dr Martin James's description of how 
Freud's early ideas came to influence pro- 
gressive thinkers in education and child- 
rearing, how they created confusion and how 
they found expression in the cathartic move- 
ments with their motto, *no repression’, ‘do 
as you please’ and their slogan of ‘freedom’. 
Yet even in these early days when he was still 
mainly thinking in terms of physical forces as 
the substratum of man's behaviour, Freud 
already contemplated the dilemma that the de- 
repression of instincts could, by undoing 
sublimations, lead to the withdrawal of energy 
from cultural pursuits and institutions. 
However, from 1920 onwards, through his 
work on the Oedipus complex and the pheno- 
mena of transference and resistance in treat- 
ment, Freud moved from the study of instine- 
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tive forces to the analysis and exploration of 
man's consciousness, of his ego functions and 
of his interpersonal relationships. He thus led 
psychoanalysis from its 19th-century be- 
ginnings as a physically based psychophysio- 
logy and psychobiology to a 20th-century 
exploration of a new area, the area of psycho- 
dynamics’ which Guntrip defines as ‘the study 
of the motivated and meaningful life of human 
beings as persons, shaped in the media of 
personal relationships’ (1971). The excitement 
and fascination which the early analysts had 
experienced when they explored unconscious 
processes and manifestations was thus shifted 
to include consciousness. And the original 
concern with de-repression of instinctive 
forces was extended to a concern with‘ person', 
with ‘self’ and with the interaction of a ‘self’ 
with other ‘selves’, Inevitably the inclusion of 
ego and consciousness led analysts to study also 
that part of the person which is concerned with 
value, with meaning, with will and with self- 
direction, 

Indeed, the fact that people do carry inside 
them value systems and ideasand feelingsabout 
right and wrong was early on recognized by 
Freud when he postulated the existence of the 
superego, derived from both conscious and 
unconscious processes and which he regarded 
as the direct result of the interpersonal relation- 
ship between child and parent. Jung, with his 
greater fascination by contents rather than 
Processes, elaborated instead the theory of the 
Shadow; that is, that unconscious complex of 
qualities which a person experiences as bad, as 
reprehensible and as the unacceptable part of 
himself. Both theories have evolved from 
Clinical experience and are designed toaccount 


for what seems to be man's moral sense. I have 


never been able to regard these two theories as 
anything other tha 


n complementary to each 
other. 


Recent work in ethology on inhibitory 
mechanisms, those, for instance, which control 
intra-species aggression, does raise the suspi- 
“lon that conscience in the human species may 
have a parallel function. And indeed Rycroft 


in his book Anxiety and Neurosis (1968) 


speculates that guilt — guilt being clearly one of | 
the ‘voices’ of conscience - may be essential to 
maintain social harmony. . T 
Two predominant modes of interest es 
emphasis seemed to polarize out once ana a 
theory had moved away from the — 
of the individual as primarily an organis i 
One of them, of which Jung and Klein i 
I think, the chief protagonists, turned to d 
inwards at the psyche in order to explore is 
an ever greater depth, and discovered it to : 
infinitely complex, infinitely inventive, Moe 
with intense energies and the arena of n 
dramatic themes and personages. When i 
developed the hypothesis of the archetype ri 
which he defined as the psychic representation, 
of the biological-instinctual drives — he ke 
one of the first bridges which helped the ni 
of psychology to transcend the field afibiole 
In other words he accepted the existence rey 
instinctual forces, but recognized that id 
must contain a perceptual constituent w ir 
controls their release in relation to the pil 
priate external object. Having made this 9 ttg 
he then claimed the right, as a psycholog? ^. 
concentrate his attention on just these m i 
components of the instinctual process: an 
studies advanced he laid bare the ied un 
the powerfulness with which the nee thes? 
conscious imagination has peres 
archetypal forms and figures. This 3 cou 
exploration of intrapsychic fantasies re f 
then be used to contribute to the stu 
meaning in interpersonal relationships. als? 
Melanie Klein took a similar raad: m. d 
accepted the theory that psychic ade "ns 
in instinct, and she too believed eee 
instinct is object-seeking, there is pesci l 
corresponding fantasy to every "m ptasie’ 
drive. Klein, however, studied those pe n 
Which seem to occur in relation to m and 
experience both of his own bodily con tionally 
activities and of his encounter with etl i 
important body-parts belonging to P? an on!) 
his immediate environment, which he € erson* 
later perceive and relate to as whole P sies 0 
By connecting the unconscious er ei? 
the experience of actual external objec! 


| 
| 
| 
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seemed to come closer to the study of man in 
terms of his personal relationships. However, 
the fantasy world, as she conceives it, seems to 
be very much more powerfully marked by the 
instinctual and particularly by the destructive 
pressures than by experience of and collision 
with the actual external environment, which, 
as an area of study, remains rather neglected 
and underemphasized by her. 

Now this sets her apart from those who are 
concerned primarily with a person's earliest 
relationships with the real persons in his world. 
Here the stress is on the impact made on an 
individual's development by the way the emo- 
tionally important persons respond to his 
earliest needs for love, comfort, security and 
acceptance, and on their capacity to hold him 
through early experiences of panic, anxiety, 
excitement, depression and guilt. 

They are thus preoccupied first and foremost 
with the infant’s earliest experiences, and as 
these are inevitably centred predominantly on 
the person of the mother, itis the baby-mother 
relationship which then becomes the focus of 
But is stressing the crucial effect of the 
human environment during the first few weeks 
of life, even this second group of analysts — 
those who had come to think of man as a 
primarily psychic entity and hence I 
flexible and self-directing - as compared wi 
man viewed as à biological organism at the 
mercy of instinct and its unconscious repre- 
sentations — even they seem to continue to 
adhere to à determinist approach. For they, 
too, represent the individual as relatively 
passive in the process of his own growth and 
readily moulded into a Variety of forms " 
environmental circumstances over which he 
does not and cannot have any control. In other 
words, psychodynamics might have also in- 

d man's sense of helplessness in the face 
E. | situation of extended choice which 
EE him by the various techno- 
was thrust upon. al disset: because ms 
logical and socio ogic ; iis 

i Iso lent themselves to 
new discoveries have atso- Dite ds 
be often interpreted as evidence tha x: 
doomed from the very beginning to beand ac 


in certain ways. And many have felt justified to 
think of themselves as victims — either of ele- 
mental and inexorable forces within them- 
selves, beyond conscious awareness and 
control, or else of social and historical condi- 
tions, that is to say of bad parents and a bad 
adult world. And yet, as Professor Allport has 
pointed out, a person believing himself to be 
free uses what equipment he has more flexibly 
and successfully than does the person who is 
convinced he dwells in chains. 

The misunderstanding and above all the 
over-simplification of analytic insights seems 
then to have found expression in some of our 
present-day social movements and fashions. 
(Clearly, many other factors have contributed, 
but I leave their analysis to students in the 
other relevant disciplines.) Thus the macro- 
rebels’ regression into collectivism and aban- 
donment of selfhood may be one reaction to 
what is felt as despair and intolerable conflict 
between the experience of extended choices in 
life on the one hand and determinism, with its 
sense of personal helplessness, on the other. 
Again, the micro-rebels’ abdication from 
participating in social living together with 
withdrawal into a paradisiacal fantasy world, 
governed by themes of pure and conflict-free 
loving and of effortless creativity, may rest on 
anenvironmentalist determinism, which is then 
used to justify the scapegoating of parents, 
teachers and social institutions. A third move- 
ment, which has for its main objective the full 
realization of the instincts and in particular the 
freeing of the sexual instinct from personal 
relationships - which seems so often to be 
thought to hamper and to complicate sexual 
enjoyment - appears to involve a return to 
Freud's earlier instinct theory. The recent 
vogue in cathartic therapy, particularly of the 
kind that claims to derive from Reich, may be 
a response to this. And yet the consequences of 
such withdrawal from selfhood into *organ- 
ism' is haunting, is tragi-comic. This, so it 
struck me, is really the dominant theme of the 
Yugoslav-made film * The Mysteries of the 
Organism’. On the face of it, the producer 
seems to have made a film in praise of Reich 


6 ROSEMARY GORDON 


and his sexual revolution. But by very cunning 
cutting and editing he has really proclaimed 
his belief that sex without relationship, just 
like revolution without love, leads to the 
humiliation and degradation of man; leads to 
man being handled like an object, a mere 
puppet that will respond predictably if the 
correct string is pulled. The only difference, he 
implies, is that brain-washing in the Soviet 
world is manipulation of an unwilling victim, 
while Reichian therapy in the U.S.A. is mani- 
pulation of a willing victim. Ultimately both 
strike the spectator as tragic. 

As I have mentioned earlier, the exclusively 
determinist bias imputed to psychodynamics 
relies on over-simplification and above all on 
failure to follow the developments in that 
Science. In recent years concepts have in fact 
appeared — or reappeared — which seem to me 
to be of seminal importance. For they belong 
to a non-determinist mode of thought about 
the nature of man and express a vision of him 
as, in part at least, non-conditioned, Tespon- 
sible and self-directing, I am referring to a 
concept like*concern* which involves recogni- 
tion and respect for the otherness of the other: 
to Winnicott’s Concept of the ‘true self’: to 
‘identity’ as the experience of one’s personal 
and unique reality: to “ego growth’ or the 
expansion of consciousness’ 
relationship’; 
‘authentic exp 


4 n 
of one's inher 


. Such concepts are 
y causal. Further- 


ychoanalysis was predominantly 
Sin is problems of moral values were 
ie - But the more recent concepts imply 

man has a certain amount of choice and 


independence. Though they were de eloped by 
clinicians on the basis of their actual ua 
perience with patients, they do bring us d 
to the realm of ethics, that means to specu d 
tions about the sort of qualities in man that we 
judge to be ‘good’ and therefore — 
Yet we are reluctant to recognize our analyt! 
aims as moral rather than scientific. Probably 
this stems, at least in part, from our hope, 
which we share I think with many philo- 
sophers, that ethics can become empirical: e 
other words that the study of the human ue 
will provide us with a knowledge of | 
good conduct and how this can be put 
thus laying the foundations for a mora 
philosophy which can be inhabited. diu 
Itis perhaps important to remember that s 
cluster of values which underlies analytic en 
has close affinities with some of the existentia P 
ists’ ethics — with their accent on ‘identity m 
‘experiential knowledge’, on a person i 
both ‘actuality’ and * potentiality and on " d 
Maslow (1962) has called ‘the mystery 
communication between alone-nesses ". wai 
Four major trends in the poe à 
Spectrum seem then to emerge from ade 
mittedly broad, crude and highly © iti 
simplified review: (1) the trend to regard EU 
as a basically biological organism: x en 
belief that psychic phenomena have a va p 
of their own, and can and should be cms — 
independently; (3) the theories that have oe 
cerned themselves almost exclusively Be ue 
individual’s internal psychic world ; and d af 
theories that have emphasized the impa e 
the environmental forces. However, v 
recent concepts which concern thems” ity 
with meaningfulness and with man's cap 


re 


feel 

for self-actualization have been, so ! 

theoretically afloat. thesis 
Itis here that I regard Winnicott's hypo ajor 


about the transitional object to be of P ion 
importance: and in his paperon'The wu 
of Cultural Experience" (1967) he has ut. 
himself shown to what wider use it can = » e 
I suspect that in this thesis lies the jeune g 
new phase of exploration, forit throws 4 d the 
between the inner psychic world an 
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external world, and between the individual 
seen either as helplessly in the grip of instinc- 
tual or environmental forces or else as totally 
free, totally unconditioned and so totally 
isolated and abandoned, as some of the 
existentialist thinkers have claimed. 

What I find so exciting and satisfying is the 
way that Winnicott traces the origins of both 
the making and the experiencing of culture and 
of the concern with meaning, and with the 
question * what is life about’ — to that charac- 
teristic attachment of the very young child to a 
blanket, a teddy-bear, a sucking vest or what- 
ever. In this attachment to the transitional 
object Winnicott has recognized the earliest 
expression of the creative drive and of man's 
symbolizing capacity. The transitional object, 
Winnicott claims, is both given and created 
and represents zot the fusion but the union of 
the infant with the mother, both of whom the 
infant is beginning to experience as separate 
beings. It is thus the infant's first attempt to 
reconcile reality and fantasy, inner world and 
outer world, and in this reconciliation lies the 
foundation of the ‘third area’, the ‘area of 
experiencing’ which then becomes the source 
of play, imagination, culture, religion and 
art. 

Winnicott is, of course, not the first, nor 
does he claim to be the first, analyst who is 
concerned with man’s need for meaning and 
for self-transcendence and with the fact that 
there are inside us forces that seek, through the 
activity of the symbolic function, for a syn- 
thesis of inner and outer, of conscious and un- 
conscious. It is clear that Jung in particular, 
with his theory of the self and of individuation, 
was already long ago deeply concerned and 

ied with it. What Winnicott has, I 
preoccupie ave hire die 
think, added to our understan s is en 
covery of some of the — en oe 
early forms through which t e 

‘es make themselves manifest. — 
giro his imaginative linking of 
ae vens ‘cated pursuits with one of 
man's most sophisticated pu kes some 
his earliest ones, Winnicott then a e we 
challenging comments about culture itself. 
His icai MA that culture is the result of the 


interplay between originality and inventive- 
ness on the one hand, and of tradition on the 
other, and that this is really an example of the 
interplay between separateness and union is a 
suggestion that could, for instance, prove 
valuable to those who study artists or art 
history. His own comments on the psycho- 
pathology of the plagiarist, on the one hand, 
and of the artist who refuses all truck with 
tradition, on the other, are both amusing and 
illuminating. 

The importance of this area of experience 
seems to me to lie in the fact that this is the 
place where man's capacity to symbolize 
develops. It is here that the external object is 
related to the internal object, one presence to 
another's absence, sensuous experience to 
imaginative invention and the forms that are 
to embody fantasy are either discovered or 
created. Here then cognitive activities are 
brought into relationship with sensuous and 
emotional activities, and it is here that through 
his search for meaning the individual expresses 
his need for order and unity. As he emerges 
from the state of fusion experiences he is im- 
pelled to evolve a new ‘togetherness’ of 
separate entities. Perhaps precisely because 
both imagination and relationship to meaning 
and to morals rest upon the same psychic area, 
moral values and judgements are so often 
expressed through stories and allegories, as a 
way of involving the whole man, rational and 
non-rational, conscious and unconscious. 

The moral concerns that evolve from this 
area, the area of experience, cannot be those 
taken in from outside. They are not the rules 
and dogmas which the individual has incor- 
porated from parents and other authority 
figures in his effort to placate them or to force 
them to love him, and which, therefore, have, 
as it were, only incidentally to do with moral 
values. In other words, the values arising out 
of the third area are not necessarily identical 
with the contents of the superego. Rather they 
emerge out ofa person's authentic and creative 
experience of himself in his relationship with 
others; they therefore carry very different 
feelings and a different pattern of incentives. 
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Indeed, they really depend intimately on the 
imaginative abilities, which are essential for 
empathy; for without it there can be no true 
relationship - that is, relationship based neither 
on fusion and identification nor on authority, 
status or role. These values, therefore, defy 
stasis and rigidity and are essentially on the 
side of flexibility, change, development, growth 
and creation. The third area then, whose very 
existence depends on the individual's capacity 
to tolerate separateness, conflict and even 
paradox, is the matrix of creativity which is 
operative in the processes of imagination, 
symbolization, morals, empathy, etc. 

Because of these interconnexions it may be 
useful to summarize here some of the charac- 
teristics of the creative process as it has been 
Observed by artists and creative scientists. It is, 
by the way, interesting to discover that several 
students of the creative process have for some 
time also felt the need to postulate the existence 
of an area within the mind which is neither the 
conscious nor the unconscious, but is in fact a 
bridging, an intermediate or a separate third 
area. Schneider, for instance, has spoken of 
the preconscious area as the ‘hub of the wheel 
which is concerned with the transforming 
mechanisms’ (1950); while Harold Rugg writes 
of creativity as arising from the *transliminal 
antechamber which makes a third region be- 
tween conscious and unconscious’ (1963). 

The value of Winnicott’s name for this third 
area is that it defines it not just through a 
topological analogy but actually in terms of its 
essential and recognizable origin and function; 
that is, the experience. i 

The creative process itself is thought to go 
through four distinct stages: two of them — the 
initial, the Preparatory stage and the last, the 
stage of critical testing — demand con 
activity. But the other two 
bation, which has been des 
“muddled suspense’ and 
tion, in which a state of 
is Suddenly filled by an an 
4 problem, ‘as 
two depend on 
and Teceptive 


scious 
~ the stage of incu- 
cribed as a period of 
the stage of inspira- 
“creative emptiness’ 
Swer or a solution to 
if by the grace of God’ — these 
the capacity to become passive 
and to set aside conscious ego 


s: - f 
activity. This is how Kekulé, the veniae 
the benzene ring, admonishes his colleagues: 


Let us learn to dream, gentlemen — then jeep 
we shall find the truth — but let us d emit 
publishing our dreams before they have As 

to the proof by the waking understanding. 


But exposure to the impact of po 
scious and unconscious processes bii ubt 
the individual that he be able to tolerate lo e 
tension, anxiety, excitement and fascination a 
the one hand, and effort, spicis Pa 
possibly disappointment on the A 
feelings and tensions, it is implicit in ien 
cott's theory, must have come to feel pts i 
able also to the infant before he can = d 
transitional object. For lugens, sing 
transitional object depends on a deve s: his 
capacity to trust the good-enoughness phis 
mother as well as the good-enoughness ined 
own reparative loving and creative T 
Only then can he allow a defusion to * 
between him and her; and only then nture 
psychically available to embark on the ve 
of creating, imagining and symbolizing. vt 

As the analytic process itself is also e be the 
venture, as indeed could be and put pr d 
living of one's life, so both ne these 
analysand can also expect to experle! eriod* 
oscillations between active and pd not 
between knowing and understanding jm {00 
knowing and not-understanding. T5 y led 
will have to have their share of wi le 
suspense’ — some of which may, with ui 
to new insights. I personally have ume gent 
these moments of bewilderment when p what 
not to be able to make enough sense eh the 
and whom the patient has brought embaf 
analysis. These moments can etes may 
rassing; they can be painful, and a belie 
frighten and disturb the patient. B n 
that, if it happens at the tight : 
acceptance of this * not-knowing ion 
release the patient from his own arene ma 
cling to the known and the controlla dé ve 
his dependence on me less absolute, à too, cà? 
all mediate to him awareness that ey create 
dare to grow, to communicate an 


help 
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even though he has no absolute knowledge 
or perfect control. The same experience of 
anxiety, excitement and doubt is likely to 
accompany the sacrifice of superego codes for 
the sake of one's own true morality. ‘ Nothing 
can spare us the torment of ethical decision,’ 
wrote Jung in his autobiography (1963). 
Everybody whose work and aspirations 
pressure him to attend to both inner and outer 
events and to do justice to both of them will be 
aware of how difficult this really is. And all who 
would create and so give form to inner 
experience will know the impatience when 
hanging around waiting for inspiration and 
the reluctance to expose to the cold light of 
*waking understanding' what has appeared 
with such excitement and certitude in that 
‘flash of illumination’. I wonder whether some 
of the avant-garde movements 1n the world 
around us today are not in part based on 
attempts to avoid just this double impact of 
the inner and the outer world, of action and of 
inspiration. For some, like the macro-rebels, 
seem anxious to close the door to the inner 
world and to rush into action, while others like 
the micro-rebels stroll around with great fear- 
lessness within, but cannot face the demands 
and the apparent tedium of the world outside. 
The exploration of this third area seems now 
to justify us in insisting on the difference 
between ‘cure’ and ‘healing’. For unless the 
person has been enabled to reach and to 
develop free-flowing communication with that 
area, we may, as Winnicott points oig have 
cured our patient and yet not know ‘what 
makes him or her go on living Or, as I would 
want to extrapolate, we have failed to help E 
patient gain access to that part of timas 
without which he can survive, but not really 
E^ fact that analysis developed asa branch 
"ne meant that its findings were 
RE rare d on experience with those who 
pay am dea Eun misfits and the ship- 
were considere ee, tis disturbed 
wrecks of society - the sick, Toa T 
that is, those who felt pain or causec pain. 
i to start with, more 
consequence, analysts were, tegis 
concerned — and were expected to be 


concerned — with ‘badness’ rather than ` good- 
ness’. And just as in physical medicine more is 
known about the agents of illness than about 
the agents of health, so also in the body of 
analytic knowledge the psychic forces which 
seem to upset the equitable interrelationship 
between the individual and his culture have 
been highlighted earlier than those that help a 
person to live at ease with himself and others. 

And because the roots of ill health had first of 
all been found in the unconscious, the un- 
conscious was thought to contain only bad, 
evil, dirty, dangerous and destructive drives 
and fantasies. But, as Guntrip has remarked, 
the intuitive genius of Jung had leaped ahead 
to insights, many of which are now being 
reached by steady research. Indeed, Jung had 
claimed already early on that the unconscious 
is the repository not only of destructive but 
also of constructive and creative energies. 
Confirmation of such a view of the uncon- 
scious is beginning to accumulate only now, 
due probably to the fact that the widespread 
interest in art, play and creativeness has 
developed at a time when we have much more 
clinical knowledge and experience, particu- 
larly with children and with patients who have 
regressed to a preverbal stage. This has helped 
to anchor and to give body to many of Jung’s 
insights and hunches, which we can now 
express in language and metaphor more con- 
genial and understandable to us in the Anglo- 
Saxon world of the 1960s and 1970s. 

Jung’s picture of man was somewhat less 
pessimistic because he recognized the potential 
ambiguity of man’s basic dispositions and the 
bi-valence of most emotions and their under- 
lying fantasies. Thus even envy can be seen to 
have a positive aspect, for through envy a 
person expresses something of his potential 
values and aspirations; and this is perhaps just 
as important as is the way he deals, or fails to 
deal, with its destructive aspect. Again, aggres- 
sion has during the last few years been re- 
evaluated, particularly by Winnicott, who has 
recognized it as essential in the process of 
defusion and the establishment of personal 
identity. Interesting confirmation of this has 
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come recently from cross-cultural anthropo- 
logical studies which suggest that a high level 
of violence is shown by boys who have grown 
up in intimate association with their mother in 
a home where fathers or other male elders do 
not take part. 

The hypothesis of bi-valence could then 
contribute to the tempering of the deter- 
minist approach and to a greater concern with 
the purpose and the meaning of what goes on 
in the here-and-now — the here-and-now ex- 
pressing both past modes of experience as well 
as the hopes, ideals and intentions of the 
future. 

Jung also was particularly aware of man's 
need to find meaning, to speculate about his 
existence — wedged as he is between a birth and 
a death — and to relate somehow to a trans- 
personal object, an *un-self" as Iris Murdoch 
(1970) calls it. I have sometimes wondered 
Whether it has been his early experience as a 
psychiatrist, working with psychotic patients, 
which had led him to pay so much attention to 
man’s search for meaning. For, as Winnicott 
has written: 
Psychotic patients who are all 
between living and not living force us to look at 
this problem. . .the same phenomena that are life 
and death to our schizoid patients appear in our 
cultural experiences, It is these cultural ex- 
Periences that provide the continuity in the human 
Tace that transcends personal existence (1971), 

Having come to this 


I will now try to retu 
Which I set out. 


the time hovering 


point in my reflexions 
Th to the questions with 


the conditions under 
it clear that a cert 
influence is inevitabl 
experience and kno 
in the future itself c 
climate of Opinion, 

My second 


how analytic t 


which it functions makes 
ain amount of cultural 
€. But it is possible that as 
wledge accumulate it will 
ome to affect the cultural 


question was concerned with 
heories might have affected the 
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general public. [ have suggested that several 
modern avant-garde movements, like the 
micro-rebels and the macro-rebels, as well s 
the recent vogue for cathartic therapy A d 
least in part, based on misinterpretations n 
oversimplicationsolandydeinsights D zr 
they be understood primarily üs d MU of 
capitulation in the face of the ica, n 
our time to expose oneself to the expe qe 
of apparently contradictory gem 
activity and receptivity, dependence and vat 
pendence, consciousness and soins x 
And yet the integration and See is 
such contradictory processes is fundament? n 
any growing creativity essential for aet 
velopment of identity and a personal ams 
My third question is the most interes adt 
but also the most perplexing one: S itk 
Clinical experience contribute to formulat p 
in moral philosophy and so help ect 
making of an empirical ethics? The bw 
ment in recent years of a more ae 
approach has led analysts to propose tha " 
seem to be intrinsic in the human Pm "m 
certain characteristics which the moral im as 
sopher would probably incline to oe 
600d". Qualities like: (1) Creativenes i, 
imagination. (2) The need to discover ai 
to make a true and authentically pem 
self. (3) Concern for loved persons, y es pas 
value and the experience of guilt if o 
hurt or betrayed them. (4) The n toil 
meaningfulness, (5) Spontaneous order to 


E : elate 
integrative forces, (6) The need to re pe this 
something beyond one’s personal self — uty? 


the discipline of a skill, the ideal of a The 
goodness or truth, Nature or God. ( A 
capacity to experience wonder and aware 
which depends on the ability to tolerate 2^. 
ness that there could be something ne^ 
terious — either within one or weet 5 
capacity which artists and creative 5C uere 
in particular, seem to possess. 


(8) je self 
5 A ervin 

is humour - that sign that an ecc ni j 
exists to give a sense of ira ino of sel 
realistic evaluation of the relations 

to world. 


the 
i nated 
But have we, I wonder, underestim 
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difficulty of distinguishing between clinical and 
ethical judgements? Yet, unless we are at least 
aware of this distinction, we could run the risk 
of becoming inadvertently the mouthpiece of 
collective moral values. 

However, if the qualities I have enumerated 
are truly intrinsic, if they really emerge, un- 


solicited, in our clinical practice, and if they 
are not the artifact of the cultural background 
of the patient, then we are perhaps ina position 
now to offer the moral philosopher some in- 
formation about man’s needs, nature and 
values. 
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The purposes and organization of psychiatric research* 


By DENIS HILL} 


The purposes of scientific research are to 
increase knowledge and control over the 
phenomena of nature. Applied to psychiatry 
they are to increase knowledge of mental dis- 
order and so to prevent it, cure it or ameliorate 
it. There are then two questions here of great 
importance. The first concerns scientific know- 
ledge in psychiatry as an aspect of nature; the 
second is, what is mental disorder? Research, 
of course, is practised in the humanities no less 
than in the sciences. While one purpose shared 
by all research is to increase knowledge, 
scientific research is said to be that which 
increases knowledge of the phenomena of 
nature. It is therefore knowledge of a certain 
kind, arrived at in certain ways. Throughout 
most of history man organized himself ac- 
cording to what he believed to be true, rather 
than what he knew to be so. He now under- 
stands that belief and knowledge are different 
things. For centuries the advance of medical 
science was held up because its knowledge was 
derived from beliefs — from religious ideas, 
tive opinion or inspiration. The de- 
velopment of psychiatry was delayed even 
longer for the same reason. Knowledge which 
is called scientific can be described as the 
awareness and understanding ofthe theoretical 
and practical relationships which exist in 
nature, by which it is organized and oe 
Knowledge of this kind can only be acquire 
by the methods of science and in no other way. 
But if scientific knowledge is only about 
natural events, it is necessary to cura ies 
these are. * Natural knowledge", bes a] 
worth (1970), *is knowledge of material things. 
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Apart from this it has no meaning’. Applied to 
psychiatry, the definition is seriously restrictive. 
Man, of course, is a material thing, and know- 
ledge of the relationships between material 
things is part of scientific knowledge. The 
term ‘human nature’ has particularly difficult 
connotations. Some think we could do without 
it; some think it of the essence of things. By 
tradition human nature is that aspect of man 
which is provided by what is inherent and in- 
nate, by his biological constitution, an aspect 
of himself he shares with all others and by 
which he is recognized as being one of the same 
species with them. Using this concept of 
human nature, scientific knowledge indeed has 
been acquired, for the study of it is concerned 
with the theoretical and practical relationships 
between the materials of which man is consti- 
tuted. For a long time there existed a strongly 
held opinion that the scientific study of psychi- 
atry should be based on the natural sciences, 
and on the natural sciences alone. Indeed, in 
the opening sentence of the best-known 
British textbook of clinical psychiatry, the 
distinguished authors (Slater & Roth, 1969) 
state that their ‘book is based on the convic- 
tion of the authors that the foundations of 
psychiatry have to be laid on the ground of the 
natural sciences’. 

This position is, however, no longer tenable, 
for without disregarding or underestimating 
the contributions of biological science, social 
scientists now lay equal claim that their theo- 
retical conceptions, their models of human 
nature and their methods of investigation 
promise as much as any other. They can point 
to some achievements, but, as in many fields 
of human controversy, biological and socio- 
logical issues are discussed as if one or the 
other had a right of primacy. There are those 
who believe that only biological research 
will reveal knowledge of the causes of the 
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functional psychoses. Social scientists pursue 
their research with the same objective in view. 

Some who have investigated the nature of 
scientific knowledge have pointed to issues 
which have prejudiced those who have at- 
tempted to promote it (Himsworth, 1970: 
Medawar, 1967). Himsworth (1970) has dis- 
cussed the familiar and traditional model to 
describe the interrelatedness and development 
of the sciences: that of the analogy of the tree 
of knowledge. The model gives structure to the 
belief that all scientific knowledge has a com- 
mon root or trunk which is basic; from this 
trunk all other sciences sprout, develop and 
diverge, one growing from another. Applied to 
the sciences of man such a model describes the 
inorganic proceeding to the organic. The com- 
mon root is physics growing into chemistry, 
and chemistry into biochemistry, and hence 
into physiology and structure. From know- 
ledge of the cell we proceed to knowledge of 
tissues, and hence to organs, and through 
organs to organisms and thus to man himself. 
Logically, therefore, biology should lead to 
anthropology; and the greater knowledge of 
the normal should provide us with knowledge 
of the abnormal. Pathology should be derived 
from physiology, and the social sciences from 
the biological ones. Knowledge of the roots, 
the trunk and then the branches should lead to 
knowledge of the most peripheral parts of the 
tree. From this model we would have to con- 
clude that only a deeper understanding of the 
biological nature of man in the physical sense 
will lead to the solution of the problems of 
PSychiatry. We have often acted on this and 
there have been a few noteworthy advances. 
Because of the prejudicial influence. of the 
model it has usually been agreed that biological 
research in psychiatry is more “basic? or 
‘fundamental’ than Psychological or socio- 
logical research. The conviction has led in the 
past to a preference for Supporting biological 
research even in areas of inquiry where the 
relevance to psychiatry could not be discerned. 
Moreover, because of the general acceptance 
of the conceptual thinking in the model by 
many medical scientists of great distinction, it 


has delayed the entry into medical and psychi- 
atric research of social scientists. Further, It 
has had, until quite recently, serious effects ^ 
medical education, both undergraduate an 
ostgraduate. 
" The traditional model of the tree of gon 
ledge is perhaps outmoded. Himsworth ( 197 : 
believes it to be entirely mistaken and E 
drawn attention to the danger of "ponona 
from ourselves the influence such models hav : 
upon our conceptual thinking’. Indeed, Vr 
whose conceptual framework of foie 
determined by the tree of knowledge ane ed 
are in an intellectual straitjacket from ppm 
there is usually no escape. The model W ja 
Himsworth proposes is diametrically S eut 
and carries no interpretation. of the 2n ed 
relatedness of the hierarchy of the MU 
according to some natural order. Kant 
does not necessarily extend from the etg 
the periphery: more often quite the n enl 
We are confronted with ‘a vast globe of P ich 
tive ignorance round the periphery of W ung 
there are a whole series of problems promp the 
men to seek knowledge’. Among these are 
problems of health and sickness. 

Even accepting, as we must, the 
relatedness of those sciences which dea! Y 
the universe of materials, the centers 
physical structure from the inorganic tc ; 
organic, from the cell to the MED a 
model contains a serious defect. At SEN tio 
of organization within nature the up um 
is subject to its own laws which are di! ef 
from those at other levels. The laws of ee 
are different from those of genetics, and à 
again are different from those governing 
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integration of functions within the thos? 


inter 
l with 
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Although in a sense each level o than 
superimposed upon the one lower | mpos? 
the properties of the higher or Ru com 
integration are not contained in any of cible 
ponents. The higher system is not ies f 
its elements (Lorenz, 1969). At cach ent a” 
organization the data refer to eb pci 
unique aspect of perceptual reality. WS 
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deal with one in terms of another or derive one 
from another. 

If man, as both a biological and psycho- 
social animal, can best be conceived as a com- 
plex organization with different levels of inte- 
gration, each operating within its own laws, 
then I believe that two important consequences 
follow. The first, as Lorenz (1969) has pointed 
out, is that 


as a living system it possesses all the systematic 
properties of the subsystems of which it is com- 
posed and that none of the natural laws, down to 
those of physics and chemistry which prevail in 
its components, suffer any infraction in the func- 
tioning of the whole. 


Moreover, although the higher levels of inte- 
gration cannot be understood or explained by 
reduction to their elements, a ‘level by level 
analysis of the component subsystems and 
their structure can be undertaken’, thus pro- 
viding one sort of explanation of the higher 
levels. But only to a certain point. For the 
second consequence is that at the highest level 
of human organization, man's social be- 
haviour, we cannot detect a system of natural 
laws which govern it. We are confronted by 
the fact that man behaves not according to 
laws but according to rules, which have to be 
learnt. They are imposed more by the social 
milieu than by the biological heritage. At the 
level of social adaptation, man is currently 
seen as acquiring roles which he has to play. 
They are complex, numerous, applicable to 
one situation, not another, and they are learned 
unconsciously. We know more about them in 
other societies than in our own; more about 
them in other people than in ourselves. 1 ; 
The distinction between "laws" and rules 
governing different levels in living iai 
of the greatest importance. We must "xs ude 
that we shall never be able to predict pm 
behaviour with the expectation of any ma 
the best we can expect, 


ic: rtainty : F 
A qe increased, is to 


reatly 
when knowledge has grea ! 
do so in terms of probability. pia pi 
human behaviour as given by the socia 
sciences will lack the precision and assurance 
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we find in natural scientific explanations (Beck 
& Holmes, 1968). Moreover, we cannot 
examine the structure of rules as if they were 
laws — or in the same terms as those governing 
other integrations such as reflex, response to 
stimulus or endocrine secretion, in which laws 
operate. Rather, we find that the rules of role- 
playing are related to human interests and 
needs, to value systems incorporating atti- 
tudes - what is felt to be desirable or un- 
desirable, the meaning of events, what is right 
or wrong, good or bad. 

Those who research into mental illness at 
the psychosocial level of integration are con- 
fronted by the fact, which is difficult to ignore, 
that human behaviour has an essentially teleo- 
logical or, as Lorenz (1969) prefers, a 
"teleonomic' element in it. Clinical psychiatry 
operates from a basis of theories about human 
behaviour which implicitly accept that the 
meaning of any human situation, including 
mental illness, can only be interpreted in terms 
of the interests of the person or persons in- 
volved. All such theories have therefore a teleo- 
logical form. Social scientists, investigating 
mental illness, cannot as yet with few excep- 
tions operate with such theories, because of 
their subjectivity and the lack of suitable 
methodology. They are therefore constrained 
to ignore the persons involved and their 
interests, and to examine clinical events as if 
they were events determined by laws rather 
than by rules and which do not behave teleo- 
logically. For this reason there is a disjunction 
between the theoretical positions of most 
clinical psychiatrists and those social scientists 
who endeavour to increase our knowledge of 
the subject. I have on another occasion (Hill, 
1970) discussed this question, which I believe 
resolves itself into the importance of dis- 
tinguishing between our need on the one hand 
to understand the meaning of human be- 
haviour, normal or abnormal, and on the 
other to provide an explanation of the 
mechanisms which bring it about. Research is 
making inroads into the latter, but not the 
förmèr. Psychiatrists in their clinical work 
utilize their understanding of the meaning of 
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behaviour and interpret it to themselves and 
to their patients. It is an essential aspect of 
psychiatry; some would say fundamental. 
Scientific inquiry into the meaning of human 
behaviour has hardly begun. It can be said, of 
course, that the psychiatrist's need to interpret 
behaviour according to his understanding of 
the meaning of it merely distinguishes psy- 
chiatry as an immature branch of medicine, 
equivalent in development to that of general 
medicine at the beginning of the last century, 
but the problems of psychiatry are inherently 
much tougher, much more difficult than were 
those of general medicine. 

If these arguments about the nature of 
scientific knowledge related to behaviour can 
be sustained, a simple conclusion is justified. 
When confronted with a particular aspect of 
pathological behaviour - a recognizable com- 
mon type of mental disorder — we have to ask 
ourselves at what level of integration in the 
living system can we most usefully and suc- 
cessfully examine it. Since there are many types 
of explanation available for any behaviour, 
which type of explanation is, in the particular 
instance, appropriate, and is the research 
which might illuminate it feasible? This raises 
the second major question with which I 
Started: ‘what is mental disorder?’ 
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Regrettably, there is no simple answer. Is 
mental disorder a unitary phenomenon, having 
One set of causes but different manifestations, 
or are there many mental disorders, each being 
a distinct syndrome or disease entity with its 
own causation, manifestation and natural 
history? At what level or levels of integration 
or faulty integration is any particular mani- 
festation dependent — either molecular, neuro- 
physiological or at the psychological level? 
Even if mental disorder is unitary, which of its 
different manifestations are due on the one 
hand more to biologically given differences in 
Structural subsystems or on the other to cul- 
tural or other differences in the superimposed 
Social system? These are familiar questions 
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but they express the contrasting theoretical 
positions of American and European NS 
trists and research workers, as a distinguishe 

sociologist, David Mechanic (1970) has re- 
cently pointed out. We have to admit me 
across the broad spectrum of major menta 
disorders and incapacitating neuroses r* 
personality disorders we do not know e 

answers to these questions. If the pucpitus 

psychiatric research are now to mect pu a 
needs as the Rothschild Report (197!) ER 
gests, should we not be as much gonea 
with research into the causes of human distr? al 
methods of alleviating the effects desert 
crisis due to life problems as with research On 
manifest psychosis? Moreover, lying betw®”, 
the clinical consequences of simple un d 
ness, social and personal plight on the het? 
hand and manifest madness on the other, 1 
is the vast problem of neurotic anxiety an ass?" 
ability and personality deviation with its : 

ciated risks of alcoholism, drug addiction nse? 
a host of other maladaptive social co 

quences. Psychiatric epidemiologists 
aware of the implication of these pro 
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that the great majority of mental illnesses have 
a multifactorial causation. But this does not 
imply that many causes only operate at one 
level of integration. There may have been 
infringements of biological laws as well as 
errors of social rule learning. To what extent 
the latter is related to the former, whether 
there is any causal relationship between them 
is often obscure. 


BASIC AND APPLIED RESEARCH 


Atthe present time it is not possible to ignore 
the issue of what is basic and what applied in 
medical or psychiatric research. In practice 
most clinical scientists hold that the distinction 
does not exist and Himsworth’s model of the 
nature of knowledge reduces the sharpness of 
any distinction between them. There is no such 
thing as basic knowledge; only knowledge 
which is unspecialized and that which is 
specialized and specific. Unspecialized know- 
ledge has wide application and very general 
use in science. Specialized knowledge has 
utility as specific as the problem from whose 
solution it was derived. Lord Rothschild’s 
definitions (1971) will no doubt be used by 
those who in future will finance and promote 
research from the customer’s pocket, but they 
were devised for political and pragmatic pur- 
poses. Basic research, he tells us, is to increase 
knowledge but has no practical objective; 
applied research on the other hand has an 
‘end product’ - a practical objective — and is 
determined by the needs of the customer. In 
this sense all medical research, conceived and 

romoted in a medical setting, is applied 
research. It is promoted and carried out with 
the objective, even ifa remote one, of allevi- 
ess. This is certainly true of psychi- 
ch, and whether the research uses 
of biological, psychological or 
if it is promoted to increase 
d control over mental dis- 
order, it is applied research. Yet, : the 
Dainton Report (1971) makes clear, there is 
another important distinction, often drawn in 
the past between basic and applied research on 
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the one hand and research which is strategic in 
character on the other. ‘Development’ is the 
administrative application of scientific know- 
ledge about a particular clinical problem to 
the public benefit; it may require operational 
research to determine how best to do it, effec- 
tively and cheaply. Applied research uses the 
technologies of the sciences, from knowledge 
which, in Himsworth's term, is less specialized 
to elucidate problems about which specialized 
knowledge is required. Strategic research is 
different. It prepares the way both for know- 
ledge which is least specialized, and for know- 
ledge which is specialized. It prepares the way 
therefore for tactical or applied research. It is 
essentially technological and, if we are to pro- 
mote it, we again need to answer the question, 
at what level of integration in the living system 
which is man can this or that manifestation of 
mental disorder or disability be tackled? For 
if we know this, we can determine which 
scientific technology should be promoted. 

Ithink theanswer to this question, in respect 
of any particular syndrome or manifestation 
of mental disorder, is given when we know 
what the primary data of the disorder are. By 
this I mean that the question must be answered, 
what are the observable, even if at present un- 
measurable yet specific and relevant, data 
which cannot be reduced to the level of a sub- 
system of integration without loss of identity 
or meaningful character? As knowledge in- 
creases, so no doubt will the strategical posi- 
tion change, but two examples will illustrate 
my meaning. 

The clinical aspects of that form of mental 
subnormality known as phenylketonuria have 
very little specificity. From them alone there is 
difficulty in distinguishing this form of mental 
subnormality from many others. The dis- 
covery of abnormal substances in the urine 
indicated a disturbance at the biochemical 
level of integration, which of itself was far 
more specific than the clinical symptoms but it 
did not reveal the causes. The discovery that 
this defect at the biochemical level was associ- 
ated with a specific type of inheritance demon- 
strated that causation lay in an infringement of 
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natural law. But this knowledge that failure to 
utilize a single amino acid in protein synthesis 
is associated with failure to develop normal 
intelligence can be exploited by strategic re- 
search. On the one hand, it has led to an 
examination of amino-acid metabolism in 
other forms of mental subnormality and 
mental illness; on the other to the realization 
that disturbances of protein synthesis in the 
brain are important in determining intelli- 
gence. 

We can contrast this situation with that of 
schizophrenia. Despite much argument and 
disagreement among experts, the varieties of 
this condition are recognized by their clinical 
specificity, and by this alone. There is no 
unique abnormality of bodily structure or 
function. The condition is recognized by the 
overt behaviour of patients over a period of 
time, the disordered interpersonal relation- 
ships and by the disordered verbal communi- 
cations and subjective experiences. If schizo- 
phrenia is a disorder specifically human, true 
animal analogues could not exist. Despite 
worldwide efforts for more than 30 years to 
demonstrate a specific heredity, none has been 
found, although some degree of vulnerability 
of genetic origin is proven. It is therefore now 
unlikely that a specific, essential cause at the 
biochemical level of integration will be found. 
Moreover, the clinical phenomena of schizo- 
phrenia have no similarity with those of 
metabolic diseases of either genetic or ac- 
quired origin. Thus viewed, the primary data 
of the disorder in the present state of know- 
ledge are at the level of psychosocial integra- 
tion, and it is at this level that the strategical 
research effort should be directed. As | have 
indicated, it remains to be seen how far social 
science research examining clinical events as if 
they were determined by laws rather than by 
rules, and forced by the methodological limita- 
tions to ignore patients as persons, in the 
teleological frame of reference, can provide 
relevant knowledge of this disorder. This ap- 
proach to the problems of schizophrenia does 
not deny that there are disordered functions at 
biological levels of integration, for indeed 


there are, certainly at neurophysiological ae 
psychophysiological levels. But it is to m 
the belief that they will prove to be more cor 
relational than actiological. Study of them 
may throw great light on the palam 
may explain some symptoms, and may pe 
instruments for measuring therapeutic chang 
What can be said about schizophrenia apple 
with even greater force to the problems 
neurosis and personality disorder. 
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mental psychology, learning theory models: 
and from social psychology there are the 
models of role-taking and cognitive disson- 
ance. Research of this kind is not designed to 
answer an immediate practical problem: it 
cannot be customer-demanded. It is clear that 
the long-term ongoing nature, the lack of im- 
mediate pay-off and the substantial funding 
required for such work mean that only govern- 
ment support can make it possible. 

The second main area where knowledge 
about psychiatric disorders is being developed 
is more specialized and more relevant to the 
clinical data. It is concerned with the many 
functional changes, at different levels of 
psychobiological integration which accom- 
pany mental illness. These, I have suggested, 
are concerned with pathogenesis and are often 
more correlational than aetiological in nature. 
They are detectable at the psychological, the 
neurophysiological and at times the bio- 
chemical level of integration. While their 
existence has been known for many years, only 
recently have technological advances been 
made by which they can be accurately detected 
and measured. In this, modern computer 
technology has played a leading role. Their im- 
portance lies in the fact that not only may their 
study throw light on pathogenesis, but also the 
measurement of these correlates provides a 
great opportunity for the study and evaluation 
ofany clinical changes which occur in patients, 
either spontaneously or as a result of thera- 
peutic intervention. They may also provide 
knowledge of the processes underlying that 
intervention. This is applicable even to the 
processes of psychotherapy as it 1s to the new 
subjects of psychopharmacology and = 
haviour therapy, both of great page ano 
potential. Much of this seer been 

sychological, psychophysiologica or 
d ical i e. is still at the level of 
physiological Il hniques and 
devising new instruments, new techniq : 
:versity departments of psy 
methods. University Qep LE. 
chiatry are now fostering such alee decas 
as they can, supported by the MRC a a 
Foundations, generally on a short-term p 
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CLINICAL RESEARCH 


The third large area where knowledge of 
mental disorder can be increased is that of 
clinical research. Since the war there has been 
a great increase in clinical research, much of 
it of a classifying, codifying or ‘tidying up’ 
nature or has been concerned with drug trials. 
Yet, as I hope I have made clear, in my view 
across the broad spectrum of psychiatry the 
irreducible data with which the researcher 
must work are behavioural, i.e. clinical, data. 
These are the patient's verbal communica- 
tions, his psychophysical posture and motility, 
his conduct and the way he behaves in several 
identifiable contexts — sex, occupation, social, 
marital and family relationships. These lose 
their identity and specificity when we attempt 
to reduce them to the lower level of integration 
than the psychosocial one. This is not to deny, 
which I must repeat, that functional disturb- 
ances may be found at lower levels. If we 
accord primacy to the behavioural data of psy- 
chiatry, we have to admit the present limita- 
tions of the scientific method. We cannot by it 
investigate, except with a few techniques, the 
phenomena of subjective experience, the so- 
called psychic or internal reality which many 
clinicians hold to be of primary importance. 
The scientific method has hitherto limited 
research to those aspects of behaviour which 
are perceptually observable. Yet the limitation 
should not be overemphasized for there is 
abundant evidence that clinical research is now 
entering a new phase. 

Arthur Koestler (1964) has remarked that 
one of the most spectacularly successful 
aspects of science in the last three centuries has 
been the reduction of qualities in nature into 
measurable quantities. Psychiatry is now in 
fact trying to order its observations, to increase 
their exactitude and then to measure them, to 
transform things essentially qualitative into 
things quantitative. As this is being done, we 
become aware how inexact are our clinical 
observations and how much depends upon the 
observer as upon the observed. This process, 
applied both to the clinical phenomenology of 
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individuals and to the epidemiology of dif- 
ferent disorders, has made it necessary to 
devise new methods of examination and 
measurement, a process again made possible 
by the new computer technology. Given ade- 
quate resources of manpower and educational 
opportunities, many believe we can look for- 
ward to a great increase in clinical research of 
a quality and relevance which we have not seen 
before. 

Yet overshadowing the research scene for 
the next decades is the medical manpower 
shortage. We must anticipate that as academic 
psychiatrists and young research workers com- 
plete their training, or even before, they will 
be called upon to take up posts where teaching 

and clinical service are given the first priority. 
The emerging university departments of psy- 
chiatry must be staffed, and with parsimonious 
provisions for establishments both in them and 
in the mental health services as a whole 
(Department of Health and Social Security, 
1971) those trained and able to develop clinical 
research will be forced, whatever their inclina- 
tions, to give it a low priority. The greatly in- 
creased demands of undergraduate and post- 
graduate teaching must be met if the nation's 
need for far more doctors is to be realized. It is 
à particular misfortune for psychiatry and 
psychiatric research, still emerging and un- 
developed, that Government, through all its 
executive departments, has decided that iron 
rations should be imposed upon medicine as 
a whole. 

Lord Rothschild's proposals have met with 
much criticism, and certainly one must antici- 
pate that if implemented the MRC, deprived 
in due course of half its budget, will be forced 
to a policy of great retrenchment, It will surely 
have to hand over to DHSS the decision 
whether or not to support clinical research, for 
this will be seen to havea‘ Practical application 
as its objective’, and, if the customer does not 
want it, no one can afford it. How far will the 
process of retrenchment go? The MRC's first 
concern will no doubt be to support its large 

Tesearch establishments and its long-term 
units. It will be a disaster if the important func- 
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tion of providing the funds and facilities by 
which research workers can be trained, by 
which also the MRC has supported the en- 
deavours of university departments, had to be 
abandoned. The universities are supposed to 
undertake both teaching and research. In fact 
the UGC budget barely provides the necessary 
funds to support teaching - in psychiatry less 
than in other branches of medicine. The 
amount of research which university depart- 
ments of psychiatry can mount from their OWP 
resources is negligible. This situation has long 
been accepted, but the MRC has had a" 
essential role in helping these departments in 
their strategic and applied research endeav- 
ours. Moreover, the Council has hitherto made 
it possible to train research workers, to give 
gifted and creative young men and women the 
Opportunity to spend a few years, free from 
clinical and professional responsibilities is 
study research methods, to acquire knowledg? 
from the basic sciences, before enterine 
academic or research careers. 

Itis clear that much of the power, and W : 
one hopes the responsibility, will pass to zs 
executive departments of Government. 1 
evidence from the DHSS's applied R and : 
programme in the last five years (McLachlan 
1971) makes it likely that research in wi 
psychiatry, psychiatric epidemiology and à 
the application of the social sciences in gum. 
will be greatly stimulated and promoted. 
such research, however, only be supporte w 
meet societys immediate needs, to 59 j 
practical problems, or will it also make Pie 
vision for longer-term strategic research 10 - 
sciences underpinning these subjects. To W i 
extent also can we anticipate that DHSS W 
accept that they have a responsibility, ak!” Y 
that of the MRC, to support the training c 
research workers, to show concern for itj 
Subsequent careers, to buttress the univer he 
departments in their endeavours? Or will 8 
Department, to use Sir Geoffrey Vicke d 
phrase (1968), kill the goose that alone ca? 
the golden eggs? 

If we can feel sanguine about the sho 
future of social science research in psy° 
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there are less grounds for optimism in the 
whole field of biological research, for this is 
unspecialized and, as 1 have suggested, con- 
cerned usually with theoretical issues related 
to pathogenesis; most studies have a corre- 
lational rather than an aetiological objective. 
There is no immediate practical problem to 
solve, no immediate application, and Lord 
Rothschild has warned the customers against 
research which is open-ended, unspecific and 
having unduly general objectives. It is the 
research into the unspecialized areas of know- 
ledge, whether biological or psychological, 
Which others would call ‘basic’, which is 
likely to go unsupported for lack of funds and 
because there will be no customers. 


| would like to conclude by expressing my 
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belief that if psychiatric research which has 
already acquired some momentum is to main- 
tain it at all during the lean years which lie 
ahead, it will only do so if those who feel 
responsibility for it plan together a strategic 
campaign to ensure that no significant area is 
lost. This applies as much to the education, 
training and support of research workers as it 
does to the range of knowledge required, parti- 
cularly to its less specialized aspects. Priorities 
will of course have to be decided and no doubt 
difficult decisions will have to be taken. If 
knowledge is to be increased, as well as its 
applications exploited, the role of the great 
Foundations and voluntary bodies support- 
ing research may acquire an even greater 


importance. 
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Aggression in relation to health and illness 


By HEINZ H. WOLFF* 


My concern is briefly to consider the role 

of aggression in the maintenance of health 
and the development of illness. Much has 
been written about aggression in animals 
(Hinde, 1969; Lorenz, 1966; Tinbergen, 1953), 
but in this paper I shall restrict myself to 
Observations on human beings. Studies on 
animals are inevitably restricted to aggressive 
behaviour, but knowledge of the animal's 
Subjective experience remains closed to us. 
In man alone can we gain information about 
his inner experience of aggressive feelings and 
fantasies and how he deals with them, in 
addition to studying their outward behavioural 
Manifestations. 
: In general, the stud 
itself more readily to the 
tive and measurable data than does the study 
Of personal experience, although repertory 
grid methods are now becoming available for 
quantitative studies of personal constructs 
(Kelly, 1955; Bannister & Mair, 1968); there 
has therefore been a tendency among workers 
in the psychological and psychosomatic field 
to concentrate on the outer behavioural 
aspects and the neurophysiological basis of 
human functioning in health and disease, and 
to ignore the equally important inner psychic 
phenomena. We are thus in danger of study- 
ing man only at the levels of physiological 
mechanisms and observable behaviour and 
of losing sight of those aspects of man asa 
personal being which distinguish him from 
inanimate objects and from animals, namely 
his capacity to be self-aware and to communi- 
cate to others, verbally and non-verbally. what 
he is subjectively experiencing. Only by 
* Consultant Psychiatrist and Psychotherapist, 
The Bethlem Royal and Maudsley Hospitals, 
London, S.E. 5, and University College Hospital, 
London, W.C. 1- 
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combining the study of man’s outer behaviour 
and biological functioning with that of his 
inner psychological experience (Guntri 
1967; Home, 1966; Hill, 1971) as it je 
communicated to the observer can the psycho- 
somatic approach lead to a meaningful 
understanding of the phenomena of health 
and illness in man. To counterbalance the 
emphasis on behavioural studies I have there- 
fore chosen to deal with aggression as it is 
experienced by man, i.e. by each one of us 
according to his past experience, his personal 
and biological make-up and his relationships 
to others in a social network. 


DEFINITION 


No one has succeeded so far in defining 
aggression satisfactorily. I suggest that this is 
due to the fact that aggression as a noun is 
too abstract a concept to be properly defined. 
From the experiential point of view from 
which I am considering the topic, it is possible 
to define the area of aggressiveness as that 
area of human experience which is charac- 
terized by feeling the desire forcefully to resist 
threats arising from outside or inside the self 
with the intention of overcoming them. This 
area of experience is always object-related and 
has both constructive and destructive com- 
ponents, which may be jointly experienced or 
expressed. The constructive component may 
vary from the determination to overcome 
opposition, to maintain or regain mastery, to 
fight and to win and to succeed. The destruc- 
tive component may vary from feeling 
irritated, angry, furious, enraged or murderous, 
Basic to this definition is that it is independent 
of the behavioural manifestations of aggres- 
sion. The fact that we may feel angry but 
behave solicitously or feel murderous but do 
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not commit murder, presenting instead an 
outer appearance of self-control or even 
passivity, makes us no less aggressive in terms 
of our affective state. 


THE NATURE OF AGGRESSIVENESS IN MAN 

By taking cognizance not only of biological 
and behavioural, but also of psychological, 
including intrapsychic processes, it becomes 
easier to resolve the often discussed question 
(Hill, 1970) whether aggression is an inborn 
drive or ‘instinct’ demanding release like 
hunger or sex (Lorenz, 1966), or whether it 
only arises in response to external frustrating 
events (Dollard et al., 1939). The fact is that 
every human being from earliest childhood 
onwards feels aggressive from time to time 
and often behaves aggressively. In other 
words, we are born with a constitutionally 
determined potential to experience and 
express aggression, and this capacity is 
essential for the survival of the species and 
the individual. We are beginning to learn 
something about the brain structures and 
functions, especially those of the temporal 
lobe, including the amygdala and the hypo- 
thalamus, and about the hormonal infl uences, 
including the effects of androgens, which 
provide the biological basis for aggressive 
experience and behaviour. 

The degree to which an individual is 
aggressive, however, is not only constitution- 
ally determined but is profoundly affected by 
his early interpersonal relationships and his 
later experiences in the social milieu in which 
his personal development takes place. Winni- 
cott (1965) has stressed the importance of the 
infant’s relationship to his mother and the 
need for her to provide a facilitating environ- 
ment as the basis for healthy personality 
development. Frustrating events are an in- 
evitable part of every infant's, child's and 
adult's life experience, but if in early childhood 
bad, disappointing experiences outweigh good 
and satisfying ones mistrust will predominate 
over trust; the world will be experienced as 


hostile and our inborn aggressive potential 
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will be enforced. Or, in the terminology of 
object-relations theory (Klein, 1963). bad 
internal objects, the memory traces of early 
bad parental figures, will predominate over 
good internal objects. Throughout our lives 
we continue to search in the external world 
for satisfying, good or idealized objects which 
correspond to our inner good objects: if 
reality does not live up to these expectations 
we react aggressively, all the more so if the 
objects in the outer world correspond to our 
inner bad objects or if, as a result of pro- 
jection, they are perceived as such. Moreover» 
as we continue to feel persecuted and threat- 
ened in our inner life by the remembered bad 
fantasy figures our aggressive feelings remain 
directed against them; as these bad objects 
are part of the self this would lead to self- 
hatred and self-destruction unless part of this 
inner-directed aggression is directed outwards. 
Thus we unconsciously search for objects 1" 
our outer world against whom we can direct 
our destructive tendencies, a process which 15 
partly based on projection and reinforced by 
prejudices shared with other members of me 
social group we belong to. Human aggressive 
ness is therefore not explicable in terms 0 
man’s biologically determined aggressiv? 
potential alone, or simply as a direct sepon 
to frustrating stimuli, but we must equa y 
take into account man's psychological rus 
up, including his inner and outer ai 
relationships. ft is with the latter aspects tha 
I shall be concerned in the following com- 
ments on health and illness. 


AGGRESSION AND HEALTH 
Healthy personality development the 
depends on several factors. In early life 
child needs to feel that his mother and © I 
significant family members understand A 
respond appropriately to his physical us 
psychological needs so that he is not carin 
to too many bad, painful, frustrating pde 
rupting experiences. As some bad expert pu 
are inevitable, the child is bound to it i$ 
aggressively from time to time, but then 
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essential that those against whom his aggres- 
sion is directed must, emotionally speaking, 
survive his attacks. This implies that those 
intimately concerned with the developing 
child must not turn into permanently rejecting 
figures, but must, even when they have 
temporarily and healthily responded with 
anger, return to a state of concern and 
acceptance. Anger shown should not be of 
such intensity that it is beyond the child's 
capacity to tolerate it, and reparation and 
the return to a state of loving concern should 
not be too long delayed. Only in this way 
Will the child learn that bad experiences can 
be Teplaced by good ones, that trust can 
again follow mistrust and fear; such survival 
Of good, trusting relationships leads to a 
Browing awareness of good feelings about the 
Self and others. : 

The basic problem, as psychotherapists 
know from their psychotherapeutic work 
With patients, like parents in relation to their 
children, is thus not the existence and ex- 
Pression of aggression but rather the need 
to be seen to have survived the attacks. 
Survival in the face of aggression becomes 
the cardinal issue determining healthy person- 
ality development. One basic consequence 
of the survival of the person who is the target 
Of one’s aggression as good and trusted is the 
development of concern for him; such con- 
cern leads to guilt and regret as a consequence 
Of aggression and thus acts as,a ee 
factor of aggressive outlets; 1t leads to the 
Wish to make amends through acts of repara- 
tion and thus to the recreation of a state 
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and inappropriate manner for inner and 
unconscious reasons. 

The resultant sense of personal worth- 
whileness, constructive ability and self- 
acceptance, including acceptance of aggressive 
feelings and fantasies, will protect the child 
and adult from psychiatric and psychosomatic 
illness; it also increases his determination to 
combat disease when he is suffering from 
physical ill-health, and ultimately it will 
strengthen him to face death when this is 
inevitable on account of old age or premature, 
but incurable, organic disease. 


AGGRESSION AND ILLNESS 


The corollary to these observations is that, 
when in early life painful and frustrating 
experiences have predominated over satisfying 
good ones, the resultant mistrust of oneself 
and others, by increasing the intensity of 
hostile feelings, leaves the adult in a vulnerable 
state which predisposes him to a variety of 
psychiatric and psychosomatic disturbances. 

The importance of aggression in relation 

to illness has only slowly been recognized. 
Freud (1930), speaking of the development 
of his own ideas, says: 
I can no longer understand how we could have 
overlooked the universality of non-erotic ag- 
gression and destruction and could have omitted 
to give it its due significance in our interpreta- 
tion of life. 

There are many ways in which problems 
related to aggression can contribute to the 
development of illness (Menninger, 1963; 
Storr, 1968; Wolff, 1969), the total picture 
depending on biological, intrapsychic and 
environmental, including interpersonal, social 
and cultural influences. The following com- 
ments are concerned with the way in which 
individuals handle their aggressive impulses, 
their particular mode of doing so being 
determined by their psychological make-up, 
their past experience and their current 


relationships. 
If, in the face of predominantly bad 
experiences the individual feels defeated and 


has lost the capacity to use his aggressiveness 
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to fight and survive, he will continue to feel 
passive and helpless in the face of physical 
and psychological threats. This state of hope- 
lessness and helplessness is seen characteristi- 
cally in severe depression; even here, however, 
the aggressive potential can be recognized, 
but instead of being available for constructive 
action it is turned inwards against the self 
which is now felt to be totally bad with 
resultant self-hatred and possibly self-destruc- 
tion through suicide. At times the depressive 
may still attempt to direct his aggression 
outwards against others, who, partly through 
Projection, are seen as bad external objects: 
these intense and irrational aggressive out- 
bursts lead to increased guilt and self- 
reproaches and thus further increase the 
feeling of depression. At the same time the 
victims of such outbursts will 
with counter-aggression, or, 
close to a st 


react either 
if themselves 
ate of helplessness, they too may 
react by getting depressed. If it is an infant 
or a child who is thus exposed to de 
withdrawal or aggressive attacks on the part 
of a depressed parent, these early painful 
experiences will leave him in a state of 
increased vulnerability and may predispose 
him to depression or other psychiatric illness 
later in life. 

Apart from depression, failure to use 
aggression constructively in one's fight for 
Survival, so that a state of hopelessness and 
helplessness Supervenes instead, h 
claimed by Engel (1967) to play 
determining the time of onse 
disease Processes; he speaks of the "giving 
up-given up complex” and suggests that it 
may, through psychosomatic mechanisms, 
predispose to the development of organic 
disease. The same mental State may also 
adversely affect the course of somatic illness 
by diminishing the patient's Tesistance and 
his ability to fight for his recovery, 

The reverse condition, namely increased 
aggressiveness, will have different conse- 
quences. If aggressive impulses are uncon- 
trolled and Openly expressed in the absence 
of appropriate concern for others, we are 


pressive 


as been 
à part in 
t of organic 
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faced with behaviour disorders, characterized 
by rebellious, antisocial or delinquent be- 
haviour. The individual himself may not 
regard himself as ill but those against whom 
his aggression is directed will suffer instead. 
Of particular interest is the way in which 
aggressive behaviour of individuals is related 
to aggressive behaviour of groups and to 
violence in society (Mitscherlich, 1971); 
aggression can readily be seen to spread : 
small and large groups, and can thus be use 
for social and political motives. T 
If aggression, instead of being opem? 
expressed, is repressed or denied, a pent-up 
state of inner aggressiveness or aggressivi 
posture (Wolff, 1969) will result. This A 
give rise to a number of other pathologie 
manifestations. Fear of losing control uem 
aggressive impulses may lead to anxiety cul 
or phobic symptoms, with accompany ms 
somatic manifestations. Hysterical qun. 
will predominate when aggression. is rud 
or repressed and a submissive role is MP 
instead; the conversion symptom then s 
as a symbolic substitute for s Kee 
behaviour, whilst through it the sick ac i 
exerts powerful control over others. wa i 
turn will be made to feel helpless sick 
experience the aggression which wow 
person denies. When aggression is prd isp 
on to others, a paranoid illness. dev ma! 
Fear of mutual destructiveness m "T 
relationships may lead to increasing ality 
drawal- the so-called schizoid parso il 
disorder — where the person Meg wt. 
alternate between states of total 180 "m 
and attempts at re-establishing relations and 
which are characterized by suspicio? 
hostility. ii be 
Many sexual disorders can be P mni of 
the result of inappropriate hand? , y, 
aggressiveness and self-assertiveneS* „pd 
impotence as a result of suppress? af 
inhibited aggression, or frigidity si art 
aggressive refusal to acknowledge torte 
ner's ability to provide satisfaction. pM m 
are seen as aggressors, homosexua sd an 
become the only safe outlet for 10 


Aggression in relation to health and illness 


sexuality, because only partners of the same 
Sex are experienced as safe and non-perse- 
cutory. Sadism and masochism are other well- 
known examples. 

In all these states which are characterized 
by a sustained aggressive posture, physical 
symptoms may arise as a result of disturbance 
of the autonomic nervous system and 
endocrine function. These psychosomatic 
symptoms either may take the form of 
functional visceral disorders, affecting, for 
example, the gastrointestinal, cardiovascular 
Or respiratory organs, or they may progress 


2 
to structural lesions. Such physical symptoms 
may coexist or alternate with any of the above 
psychiatric manifestations. ! 

In conclusion, I have attempted to sum- 
marize how aggression and the way it is 
handled by individuals, in families and in 
small and large groups, plays its part in 
determining the state of health or illness of 
individuals. Combined biological, psycho- 
logical and social research is needed to 
throw further light on this important area 
which affects man and the society to which 
he belongs. 
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Frames of reference in psychoanalytic psychology 


V. The topogra 
By JOSEPH 


The first phase of psychoanalysis was com- 
beens short, ending in 1897 (cf. Sandler, 
feof & Holder, 19725), and Freud's psycho- 
M cilm theories during that phase can be en- 

mpassed within what we have termed the 


*aff : 
flect-trauma frame of reference. 


The psychoanalytic psychology of the 
d by Freud (to- 


Second phase was develope 

gether with a small number of colleagues) 
n a much longer period of time, spanning 
à quarter of a century (1897-1923). In an 
earlier paper (Sandler, Dare & Holder, 19725) 
We pointed to the tremendous developments 
Which took place during this phase. A wealth 
of important theoretical formulations 
emerged, along with a number of case-reports, 
clinical observations and studies on psycho- 
analytic technique. Freud's essential clinical 
Constructs have been considered elsewhere 
(Sandler, Dare & Holder, 1973), and although 
in the present series of papers we are con- 
cerned with Freud’s general psychological 
theories, we would emphasize the constant 
interaction in this phase, as had occurred in 
the first phase, betwee? Freud's clinical formu- 
lations and theoretical constructions. This 
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interaction led to continual theoretical modi 
fications, and in providing a frame of referen : 
for the second phase we have ventured o " 
task which we have found to be far from hs * 
In this presentation we shall undoubtedl Ka 
violence to a great many details of Freud’s 
formulations. However, we are convinced 
that the provision of a relatively simplified 
frame of reference for the complicated de- 
velopments of the second phase is essential 
(cf. Sandler, Dare & Holder, 1972a). This is 
all the more so because topographical con- 
cepts were not entirely discarded after the 
publication of the structural model (Freud 
1923), and are still very much in current ue. 
For this reason several papers in this series 
will be devoted to the topographical frame 
of reference. 

The main theoretical propositions of the 
second phase were first put forward by Freud 
in ‘The Interpretation of Dreams’ (1900), in 

articular in the famous seventh chapter. 
which spelled out the first full formulation of 
the ‘topography of the mind’.} Of special rele- 
vance to the theories of the second phase are 
the three essays on sexuality (1905), “two 
principles of mental functioning’ (1911), a 
note ‘on the Unconscious’ (1912), the ertidle 


} ‘Chapter Seven’ has often been used to pro- 
vide an implicit frame of reference for the whole 
of the second phase, and its detailed study fre- 
quently finds a place early in psychoanalytic 
training courses. In our view it is not only difficult 
to comprehend, but includes a number of pro- 
positions which are over-complicated and super- 
fluous, in the light of later developments. This 
most important chapter can, we believe, be studied 
with most profit after the essentials of psycho- 


analytic psychology have been mastered. 
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on narcissism (1914), the whole series of 
papers on metapsychology* (1915a, b, c, 
1917a, b), and certain of the "Introductory 
Lectures’ (1916-17). 

We have previously mentioned (Sandler, 
Dare & Holder, 19725; Sandler, Holder & 
Dare, 1972) the importance of Freud's self- 
analysis and the analysis of his patients’ and 
his own dreams in fostering decisive changes 
in his views. These changes crystallized at the 
end of the century, leading to a shift of focus 
in psychoanalytic thinking from the influence 
of external reality (especially traumatic 
events) to the way in which the mental 
apparatus dealt with spontaneous inner urges 
and demands and their manifold representa- 
tives. In the first phase the patients’ *memo- 
ties’ of childhood seductions were, on the 
whole, thought to be of real events, charged 
with the ‘energy’ of affects which were, in 
their turn, mainly seen as responses to external 
events. Fantasies brought by the patient were 
previously regarded as defences against the 
recall of traumatic memories, but essentially 
as ‘refinements’ of these memories (Freud, 
1897). With the introduction of the idea that 
such fantasies and ‘memories’ of real events 
were wish-fulfilments, the second phase could 
be regarded as having begun. 

From the clinical viewpoint the initiation 
of the second phase involved the abandon- 
ment in 1897 of the hypothesis of real sexual 
seduction, and resulted in a massive shift of 
interest on to the clinical and theoretical im- 
portance of sexual wishes and wish-fulfilling 
daydreams which might or might not be with- 
in the patient’s conscious awareness. Through- 


* What we have referred to as “psychoanalytic 
psychology’ in this series has traditionally been 
called * metapsychology ` (i.e. the theories‘ beyond’ 
psychology). The term was coined by Freud in 
the first phase when ‘psychology’ referred to the 
study of conscious phenomena only. It continues 
to be used in psychoanalytic writings, but as 
modern psychology is much more than the study 
of conscious mental experiences. the term is 
essentially anachronistic and its continued use 
adds an archaic flavour to psychoanalytic writings. 
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out the second phase the fundamental function 
of the mental apparatus Was seen as that of 
harnessing the instinctual drives. This ` harnes- 
sing’ normally took account of external 
reality, gratification of the drives being allowed 
in one form or another whenever possible. 
This was an enormous change. The indi- 
vidual was scen to be, to a large degree. at 
the mercy of impulses (largely sexual) arising 
from within himself. These impulses could 
not be allowed direct expression after early 
childhood, but could only show themselves 
indirectly — as surface manifestations of 10 
stinctual drives and wishes arising from ns 
depths of the apparatus. They could instigat 
conflict, and the attempted solutions to pu 
conflicts could result in pathology. Conflicts 
could arise because of the enduring ufus 
of past reality within the mind of the 10 : 
vidual, and because of his need to take pe 
day reality into account as well, in the ont 
of self-preservation. Essentially, conflict pent 
because of the discrepancy between the urg 
to gratify instinctual wishes on the one mera 
and the threat of being traumatically per 
whelmed on the other. Trauma was now eer 
both in terms of the danger of being e 
rejected or punished to an intolerable deg of 
(in particular the threat of castration i 
loss of the parents’ love) or in terms o 
individual being overwhelmed by instinct 
drive excitation, rather than by externo 
aroused excitation, as in the first phase. I" ir 
second phase both normal and patholo£" ; 
processes came to be described in terms ta 
internal psychological (‘intrapsychic’) gent 
tions to the pressure and ‘demands’ © 
drives.T Processes such as defence agains 
expression of crude instinctual wishes. 


t the 


of the m 


f The nature and development atenti? | 


stinctual drives received a great deal of 
during the second phase, in particular the 
phases of development in regard to eni uli 
sexuality, as well as the special problems w— s 
to the role of aggression. All of this de: cho” 
Separate discussion, but in general the p fof 
analytic models of the mental apparatus Se at Wy 
Our present purposes be considered separ? 


idea 
hoo? 
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External world 


Surface 


The mental 
apparatus 


Fig. 1. The ‘systems’ of the mental 


‘censorship’, transformation and disguised 
gratification were highlighted. 

In presenting the topographical frame of 
reference we shall attempt to provide a basis 
for comprehending the various hypothetical 
Systems and processes involved. Throughout 
the second phase such phenomena as dreams, 
daydreams, symptoms, character traits, works 
of art and other forms of behaviour and 
experience are regarded as compromise-forma- 
tions between the instinctual wish and all the 
forces which opposed instinctual gratifica- 
tion, i.e. were regarded as derivatives of the 
instinctual wish. The long second phase was 
the time during which the many Ways in which 
unconscious wishes controlled behaviour were 


from the specific character of the individual in- 
Stinctual drive components. The instinctual agn 
can be taken (following Freud) as ‘demands 10 
Work" on the mental apparatus, although xi 
Were also seen as quantities of “energy bo 
Pressed for ‘discharge’. AS Freud put it (1 ee 
the drive can be regarded ‘as a concept = 5 
frontier between the mental and v sm ki 
the psychical representative OF De P jo 
inating from within the organis E donet 
the mind, as a measure of the deman m 
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mportant top 

s P aper. 
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apparatus in topographical relation to one another. 


studied in extenso. The translation of surface 
expressions back into unconscious meanings, 
the detailed study of symbols and of the 
repetition of the childhood past (especially 
the sexual life of the child) all preoccupied 
psychoanalysts, both in the consulting room 
and in psychoanalytic studies outside it. 


TOPOGRAPHY 


During the second phase the mental appara- 
tus was seen in terms of one or other variant 
of the ‘topographical’ model. This model de- 
rives its name from Freud’s attempts to 
describe the ‘topography’ of the mind, with 
emphasis on the psychological interrelation- 
ships and the interaction of qualitatively dif- 
ferent strata of the apparatus. Freud put it as 
follows when he first introduced the notion 
of mental topography or ‘psychical locality" 
in ‘The Interpretation of Dreams’ (1900): 


1 shall entirely disregard the fact that the mental 
apparatus with which we are here concerned is 
also known to us in the form of an anatomical 
on, and 1 shall carefully avoid the temp- 
tation to determine psychical locality in any 
anatomical fashion. I shall remain upon psycho- 
logical ground, and I propose simply to follow the 
suggestion that we should picture the instrument 
which carries out our mental functions as re- 
abling à compound microscope or a photo- 


preparati 


sen 
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graphic apparatus, or something of the kind. On 
that basis, psychical locality will correspond to 
a point inside the apparatus at which one of the 
preliminary stages of an image comes into being. 
In the microscope and telescope, as we know, 
these occur in part at ideal points, regions in 
which no tangible component of the apparatus is 
situated. 


The principal reference point for the "topo- 
graphy' is the psychological quality of con- 
sciousness. The names chosen for the various 
parts of the mental apparatus indicate their 
relationship to the surface, i.e. to conscious- 
ness. The three systems which are involved 
are designated as the Conscious, Preconscious 
and Unconscious systems (see Fig. 1). Bound- 
aries are thought to exist between these 
systems, and before discussing the topo- 
graphical frame of reference it is worth com- 
menting that the boundaries are presented as 
concepts useful for the sake of exposition 
(indeed, Freud regarded them in this light), 
and that they should not be thought of as 
clear-cut at all times. At periods of relative 
mental harmony or of “psychic equilibrium’ 
the dividing lines must be regarded as being 
blurred, and it is only during periods of con- 
flict that the various systems can be thought 
of as though they were sharply defined and 
Separate entities. For example, a wish to see 
a rival killed may be tolerated by all three 
systems as long as the rival is fit and well, but 
Conflict may be aroused if the rival falls ill 
(especially if he is also a loved member of the 
family), and the wish may be relegated to the 
system Unconscious. For certain purposes it 
may also be useful to consider the mental 
systems as being to some extent on a con- 

tinuum, the boundaries in the schematic pre- 
sentations serving the same purpose as the 
contour lines on a map. Pursuing the spatial 
metaphor further, mental contents may be 
regarded as being in the deep or in the super- 
ficial layers of any one of the systems of the 
apparatus. The individual systems will be dis- 
cussed in detail in the papers which follow.* 


* The need for simplification is exemplified by 
the fact that in the model of the mind put forward 
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A comment on the use of the 
term "unconscious? 


At this point we would like to re-emphasize 
the fact that confusion often arises as a result 
of the (at times indiscriminate) attribution of 
different meanings to the term * unconscious - 
In the present series of papers the phrase "the 
Unconscious’ is used to denote a system 
which is part of the mental apparatus, and 
which is thought of as functioning according 
to certain specific laws. Its contents, as long 
as they remain in this system, always p^ 
the quality of unconsciousness (or lack a 
quality of consciousness), The system PT 
conscious has contents which also have ue 
quality of unconsciousness (i.e. are, quos. 
tively speaking, unconscious): but these d 
tents are, by definition, not at that p 
moment in time contents of the system is 
conscious. The distinction between what E 
from the point of view of description. yn 
conscious, and the use of the term to refer in 
a specific system should always be kepi aS 
mind. An inordinate amount of pet 
been introduced into psychoanalytic how 
and discussions by the failure to indicate S 
even, in some cases, to appreciate) the sens 
which the term is being used. ur 

Inasmuch as the contents of the system d 
conscious are regarded, as we shall we 
actively pressing forward towards auris. e 
pression, and are held in check by yid as 
counterforces, they have been referred ae 
being dynamically unconscious. An impor P 
by Freud in 1900 he wrote of a system ahei of 
ceives perceptions (the system Pepr.). At ^ sy* 
point he introduced the notion ofa separa “stot” 
tem in which consciousness arises (the 3) rat 
Cs.). It was only in 1915 that these two Se opt 
systems were regarded as one (the ee cor 
Cs.). Freud also occasionally wrote of t ste 
scious and Preconscious as if they were one E s ci 
(e.g. in 1915c), but we will maintain a pe will 
distinction between the two. Moreover, he th? 
regard perceptual input as impinging oait 
apparatus either through consciousness uri a 
it, and that it can affect, directly or indirect!) 
or all of the three major systems. 
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System Conscious 


External 
world 


Contents are 
conscious 


A 


Descriptively unconscious mental content 


Fig. 2. The relation of the thre 
qualities of consciousness 
presented horizontally rath 
hand side of the diagram, t 


distinction should be made between the sys- 
lem Unconscious and what is descriptively 
unconscious (sometimes referred to as the 
us). The latter includes 
ous. In general, the term 
s a descriptive adjective 
th the Unconscious 
* This is indicated 


descriptive unconscio 
the system Preconsci 
_Unconscious’ used a 
includes the contents of bo 
and Preconscious systems: 
In Fig, 2, 


A comment on the use of the 
term ` preconscious" 


The term ‘ preconscious ' may give the im- 


Pression that the contents of the Preconscious 
System are somewhat less unconscious from 
the point of view of their quality. This is quite 
incorrect, Descriptively speaking they are 
Quite outside consciousness. However, the 
term was first introduced in the second phase 
to refer to contents which are, descriptively 


rt) of the confusion sur- 
onscious' comes from the 
ouns are always written 
.In translation the nouns 


nd Preconscious 
he Un- 
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systems in the topographical frame of reference to the 
and unconsciousness. (For convenience the frame of reference is 
er than vertically — as in Fig. 1 — and the ‘depths’ are on the left- 
he ‘surface’ on the right-hand side.) 


speaking, unconscious, but which were capable 
of becoming conscious if attention was direc- 
ted towards them. Thus, if one is asked what 
one had for breakfast or where one was born. 
these pieces of information were unconscious 
in the sense that one was not thinking of them 
at the time. However, they can normally be 
readily recalled, and in this sense differ enor- 
mously from childhood memories which had 
been subject to repression, which formed part 
of the Unconscious system, and could not 
normally be recalled. Early in the second 
phase (e.g. Freud, 1900) censorship was 
thought to exist only between the Unconscious 
and the Preconscious, and the contents of the 
Preconscious were thought to be freely 
accessible to consciousness. 

We shall see later in this paper that Freud 
was forced to change this view and to postu- 
late a censorship between the Preconscious 
and Conscious systems. While the workings of 
the Unconscious and the Preconscious can be 
regarded as vastly different (for example, pre- 
conscious functioning may make use of formal 
modes of thinking, while the Unconscious, by 
definition, cannot), the contents of both sys- 
tems are descriptively unconscious and are 
liable to repression. While contents which can 
be allowed into consciousness without hind- 
rance if attention is directed to them can, in 
this frame of reference, be referred to as being 
*preconscious", they are not the only contents 
of the system- In this frame of reference we 
shall adhere to Freud’s later formulation (cf. 
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1916-17) that a ‘censor’ exists between the 
Preconscious and Conscious systems. Not all 
preconscious contents are freely accessible to 
consciousness, but may only be permitted to 
pass to consciousness in a disguised form. 
Equally, they may be repressed into the Un- 
conscious before they gain entry into con- 
sciousness. 


THE INTERRELATION OF THE MENTAL SYSTEMS 


In presenting the topographical frame of 
reference we shall primarily be concerned with 
the vicissitudes of the instinctual wish as it 
makes its way (or attempts to do so) from the 
system Unconscious to surface expression. 
A considerable degree of dynamic interaction 
between and within the different systems is 
involved in this movement. This dynamic 
interaction will be illustrated in a later paper 
by means of examples, but its importance has 
made it necessary to emphasize the boundaries 
between the different systems, 


Boundaries between systems 


The notion of defence against ‘incom- 
patible ideas’ was put forward in the first 
phase, and greatly elaborated in the second. 
This development was intimately linked up 
with a view of the boundaries between the 
different systems as having the function of 
censorship. Essentially, the censorship is seen 
as functioning to protect consciousness from 
the awareness of those instinctual wishes 
Which, in direct or indirect form, would repre- 
sent a threat if they were permitted surface 
expression.* This censoring takes place com- 
pletely outside consciousness, The scanning 


* The topographical viewpoint evolved in rela- 
tion to the clinical method of the second phase of 
psychoanalysis, and it is not difficult to see how 
this way of considering mental functioning came 
into being. The patient’s relatively unguided ‘free 
associations" were assumed to reflect the emerg- 
ence of inner instinctual urges from the depths to 
the surface, and this assumption was then general- 
ized to other aspects of behaviour and mental 
functioning via the study of dreams, slips of the 
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and scrutiny of instinctual wishes and their 
derivatives involved in the censorship pre- 
sumes the existence of a form of "unconscious 
awareness’ in the Preconscious. ] 

It is appropriate to make use of Freud's 
metaphorical description of the censoring 
processes: 


Let us. . .compare the system of the Unconscious 
to a large entrance hall, in which the mental i 
pulses jostle one another like separate individ 
Adjoining this entrance hall there is a aston 
narrower, room -a kind of drawing-room, ~ 

which consciousness. . .[also]...resides. But OP 
the threshold between these two rooms a ier 
man performs his function: he examines b 
different mental impulses, acts as a censor, a ej 
will not admit them into the drawing-room if they 


: ; : +h difference 
displease him. . .it does not make much differ lee 
mpu! 


across 
awing 
‘ 


if the watchman turns away a particular I 
at the threshold itself or if he pushes it back 
the threshold after it has entered the dr: 


eir way 
room...If they have already pushed vd 
EU 
forward to the threshold and have been i " 
miss! 


back by the watchman, then they are inadı atk 
to consciousness; we speak of them as oa 
But even the impulses which the pepe ha 
allowed to cross the threshold are not 2 m 
account necessarily conscious as well; d ey? 
only become so if they succeed in catching t? q if 
of consciousness. We are therefore justifie 


3 à .usiem of 
calling this second room the system 
Preconscious [1916-17]. " 

c 
. ^ eren 

In the topographical frame of refi ary 

ecessa 


presented in this paper it would be nec? not 
to add that contents in the Preconscious ess” 
only have to ‘catch the eye of conscious g- 
but also have to overcome the second S i 
ship operating between the Fue 
Conscious systems. Freud's metaphor zotte 
in a most important, but often pp o 
notion, developed during the second r the 
ie. that repression not only occurs * ic 
on, ar 


tongue, faulty acts, symptom-format! na in 4 


productions, etc. In the second phase, iout 
topographical frame of reference, agente d 
general is regarded as predominantly © the © i 
by the instinctual drives, as modified Yanim” 
sorship, and regarded as attempts atthe 

of instinctual wishes. 
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transition from the Unconscious to the Pre- 
conscious system, but may equally well 
affect contents of the Preconscious itself, in- 
cluding derivatives of the system Unconscious 
at some point in their development towards 
surface expression. This point is of crucial 
importance in this frame of reference and for 
the understanding of the way in which Freud 
came to see the functioning of the mental 
apparatus in the second phase. It is a point 
Which has been obscured and neglected in 
much of the relevant psychoanalytic literature, 
and it is partly because of this that we want to 
emphasize it as strongly as possible here. Its 
implication is that, in this frame of reference, 
Tepression and the other mechanisms of de- 
fence do not constitute a static boundary or 
dam at the border between the Unconscious 
and Preconscious systems. Wishes arising 1n 
the Unconscious are regarded as passing 
through the Preconscious On their way to 
Surface expression, being transformed in the 


process of becoming ‘derivatives’ of the Un- 
conscious. Such derivatives bear the stamp of 
Preconscious mental functioning (which we 
shall discuss in detail later), but may be de- 


fended against at any point in their journey 
to the system Conscious (or even after ed 
have entered the systen Conscious, as w pa 
a conscious wish-fulfi s onec d 
Pressed) and may be relegated to the A 
layers of the apparatus. In order i la 
System Conscious (i.e: t0 achieve m pai 
the derivative of the wish from the n ye 
Scious must be sufficiently disguised SO a ia 
evade the censorship, 59 that we may pi 2 
formation of a sequence of dari we 
instinctual wish until one 7 forme 

appears to be suffici 


is to be 
allowed to proceed. 


lling 
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It is necessary to add that the point at 
which the censorship actually occurs depends 
not only on the content of the instinctual wish 
in question but also on the state of the various 
systems at any one time. Thus the ‘level of 
censorship’ may be less during states of sleep, 
inattention or intoxication than when the 
person is fully alert. Further, we should add 
that a derivative of an instinctual wish may be 
perfectly acceptable at one time in the person’s 
life, but not at another (or not in other circum- 
stances) when it is less acceptable to the 
censor. 

During the second phase the clinical mani- 
festation of the functioning of defence was 
seen as resistance during the course of psycho- 
analytic treatment. (In the next phase resist- 
ance was regarded as having several additional 
sources.) Using the topographical frame of 
reference, interpretation of resistance was seen 
as a method of bringing preconscious deriva- 
tives, which were active but were not being 
allowed access to the system Conscious, into 
consciousness. These processes, involving a 
dynamic interaction between the systems, will, 
we hope, become clearer after the individual 
systems have been described in the papers 
which follow. 

It will be remembered that the systems with- 
in this frame of reference are conceived of as 
being arranged in a spatial order, implying a 
continuum from depth to surface. The 
‘deepest’ system is that of the Unconscious, 
the most superficial that of the Conscious, 
with the Preconscious lying between the two 
(see Figs. 1 and 2); and we would reiterate, 
for the point cannot be made too often, that 
the descriptive term ‘unconscious’ applies to 
both the Unconscious and Preconscious sys- 
tems in the topographical frame of reference. 


[rj 
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Frames of reference in psychoanalytic psychology 


VI. The topographical frame of reference: the Unconscious 


By JOSEPH SANDLER,* ALEX HOLDER} AND CHRISTOPHER DARE} 


, Previously (Sandler et al., 1973a) we have 
introduced a discussion of the topographical 
frame of reference, and considered the division 
of the mental apparatus into three systems 
Which varied in their “depth” from the "sur- 
face" of the mental apparatus. The deepest 
of these systems was the Unconscious, the 
Most superficial the Conscious system. The 
Preconscious was located between the two. 
While the interaction between the systems and 
the function of the ‘censorship’ have been 
discussed, more detailed consideration of the 
individual systems has been left to this and 


Subsequent papers. 


THE SYSTEM UNCONSCIOUS 


The contents of the system Unconscious 
Can be regarded as being composed of un- 
Satisfied instinctual wishes which are the 
Mental representations of drives which have 
biological roots. Broadly speaking, these can 
be differentiated into sexual and aggressive 
drives, although there is a further subdivision 
In terms of so-called ‘component’ or “partial 
drives which have their origin at different 
Stages of the individual’s development. — 

Each component drive is regarded a5 having 
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a source (in the second phase regarded as 
being an erotogenic — erotic, erogenic or ero- 
genous - zone such as the lips, anus and 
genitals). Tension (lack of * discharge") in these 
zones is postulated as arousing quantities of 
instinctual drive energy which presses towards 
discharge. The component drive is also seen 
as having an aim (e.g. to suck, thereby achiev- 
ing ‘instinctual gratification’ and ' discharge’). 
It is also connected with an object (e.g. the 
mother’s breast) towards which the aim is 
directed and upon which the drive is normally 
satisfied. It has a pressure which can be con- 
sidered to be a measure of its intensity and the 
impulsion to ‘discharge’. * 

Although the drives are regarded as having 
sources, aims and objects, it is necessary to 
make a distinction between their biological 
and psychological aspects. The instinctual 
drives are psychological constructs, even 
though they are put forward as being closely 
related to biological processes. In Freud’s 
descriptions throughout the second phase, 


these two aspects are not clearly distinguished. 


* [t is evident that there are a number of 
roblems connected with these formulations. 
These arise in part from the historical fact that 
Freud only gave aggression the status of an in- 
dependent instinctual drive relatively late in the 
second phase (cf. Freud, 1920). While the sexual 
component instincts were linked by Freud (from 
1905 onwards) with erotogenic zones (cf. 19054), 
links cannot be made in the same way for the 
aggressive drives, although attempts have been 
made to associate aggressive impulses with the 
use of certain body parts. The development of 
Freud's drive theories has been discussed by 
Bibring (1941) and will be rediscussed by us in 
later paper: The hypothetical sources, aims and 
pipi of the drives will also be considered later 
3 ae series of Papers. 
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Thus he postulated biological sources, aims 
and objects for the component instincts, 
although the hypothetical pressure of the 
drive was essentially a psychological con- 
struct. It isessential to point out that although, 
from the point of view of the observer, the 
infant may be satisfying its instinctual drives 
in relation to an object (e.g. pleasurably 
sucking at its mother's breast), it may have 
no psychological knowledge of the object 
from which its satisfaction is derived. Indeed, 
it may, early in life, know little more than the 
experience of the sequence of unpleasurable 
tension and pleasurable satiation. We men- 
tion this because of the widespread influence 
in psychoanalytic writings of the *psycho- 
logist's fallacy’, which results in the presump- 
tion that what the observer sees the infant 
knows. As William James put it: 


The great snare of the psychologist is the confusion 
of his own standpoint with that of the mental fact 
about which he is making his report [1890]. 


Nevertheless, from early in its develop- 
ment the infant receives and retains impres- 
sions connected with drive tension and grati- 
fication which are regarded as being laid 
down in the mental apparatus in the form of 
memory traces. 

The instinctual drive is conceptualized, 
from a quantitative point of view, as a fluc- 
tuating quantity of energy which, having 
reached a certain level of intensity, ‘seeks 
discharge’. In this context the drive is spoken 
of as ‘satisfied’ or ‘discharged’ when it is at 
a low level, and as ‘unsatisfied’, creating 
*drive tension', when its pressure is high. It 
is of some interest that Freud transferred the 
concept of a ‘quantity of energy’ pressing 
forward for 'discharge' from the affect- 
trauma model of mental functioning. Freud 
first considered the sexual drives almost ex- 
clusively, and referred to their energy as 
‘libido’, but never coined a corresponding 
term for the energy of the aggressive drives 
(usually referred to now as ‘aggressive 
energy’). Although Freud often used the term 
‘libido’ to refer to instinctual energies in 
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general, we will refer to ‘instinctual energy’ 
to include both sexual and aggressive energies 
in this frame of reference. 

The idea of ` psychic energy’ was consistent 
with 19th-century energic concepts, especially 
those of the physical sciences and the neuro- 
physiology of the time. The idea of the 'dis- 
charge’ of psychological energies paralleled 
the notion of the ‘discharge’ of nervous energy 
along the nervous pathways. Although the 
concept of "discharge" subsequently changed 
in biology, it has endured in psychoanalytic 
theory. It is certainly central to the way in 
which the contents of the system Unconscious 
are seen as functioning in the topographical 
frame of reference. 

An instinctual drive can be thought of as 
being ‘aroused’ by stimuli from within the 
individual or by stimulation from without. In 
this frame of reference allowance must be 
made for both these sources of increase in the 
pressure of a drive. With the arousal of a 
quantity of drive energy memory traces of 
previously satisfying experiences are stimu- 
lated and are cathected* with drive energy. 


* The term cathexis is an unfortunate rendering 
of the original German Besetzung W hich means 
(and should have been translated as) ‘investment - 
However, it would appear that *cathexis’ is here 
to stay. In psychoanalytic writings the term 
‘libidinal cathexis’ is often used to indicate the 1- 
vestment of an object or an idea with any instinc- 
tual charge, but the term ‘aggressive cathexts 
is perfectly appropriate, although infrequently 
found. The term ‘cathexis’ is also used in psycho" 
analytic psychology in relation to attention, al- 
though here the phrase ‘investment with attention 
cathexis' is the appropriate one (in a model which 
assumes that the making of something conscious 
implies investing it with a form of non-instinctua 
energy). The phrase ‘to cathect a love-object' may 
simply mean ‘to invest the mental representation 
of the object with libido’, but the phrase is often 
used to denote a combination of instinctu? 
cathexis and attention cathexis, i.e. meaning ` tO be 
lovingly interested in’ the person concerned. ii 
the second phase, and in the topographical fram 
of reference, ‘to love’ is identical with “to ap 
with libido. This subject will be dealt with ! 
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Instinctual wishes 


a. are hypothetical con- 
Metui * Barae as being represented in 
I System Unconscious by instinctual wishes. 
ndeed, the instinctual wish can be regarded 
às the basic unit in the Unconscious. It has 
two components. The first is the instinctual 
energic charge and the second the revived 
memory derived from the memory trace or 
traces which it has cathected. If an experience 
has previously provided instinctual gratifica- 
tion (drive discharge) then the arousal of thein- 
Stinctual drive is regarded as activating the 
Memory of the previous gratification. The re- 
Vived memory is referred to as the ideational con- 
Aah (the *idea’ component) of the wish. In the 
wen RU the wish arouses unpleasurable 
à Ston in the apparatus and ` presses forward 
OWards activity and consciousness, SO that 
the previously satisfying experiences can be 
Tepeated and the satisfaction re-experienced. 
lf the wish were to be fulfilled, the unpleasure* 
vi instinctual tension would be replaced by 
P asurable gratification. . 
" The instinctual wishes in the Unconscious 
able d peremptory quality — they seek [jose 
able LUIS and the reduction ide ver 
li ager at all costs (ie t th es db 
" ing to the pleasure princip ae 
Aora Masa el principle). : a uii 
i cae the pressure for tide of the 
System 1. gratification, character . 
Urin Unconscious, may ar ceder 
ther the passage of the wis * ier Ha 
instint ns, and as a aT pad 
ip ual wish becomes subjec aded 
to) IN the previous paper we have a 
he Way in which instinctual wishes can, 8 


Breat 
ly ili apers, 
in tac detail in subsequent pap d object- 
rea, Pexion with the developme 
SUonships 
Pleas he German Lust 
eni and its opposite 
Pi . Early translations T° 
tion of but this should be reserve 
Unj, s, Schmerz, which Freud dis 


is usually 
( Unlust) 


nder 
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a consequence, become transformed into de- 
rivatives (‘derivatives of the Unconscious’) 
which do manage to pass the censor, and 
which provide instinctual gratification in a 
disguised form. 

The Unconscious contains a central core of 
instinctual wishes related to the most primi- 
tive forms of instinctual gratification. Linked 
with these are further repressed derivatives 
of the basic infantile instinctual wishes which, 
though acceptable to the censorship at one 
time in the individual’s life, were later sub- 
jected to repression because they aroused un- 

leasurable conflict. Thus, from the point of 
view of the topographical frame of reference, 
the contents of the Unconscious can be re- 
garded as consisting essentially of infantile 
sexual and aggressive wishes and their re- 
pressed derivatives which may be prevented 
from finding direct expression and discharge 
by the censorship, and can only in normal 
circumstances reach the surface of the appara- 
tus by the formation of suitably disguised 
derivatives.t In the older child or adult in- 
stinctual wishes containing primitive sexual 
aggressive content, as well as the constel- 
10 es involved in the well-known 
Oedipus complex, are normally repressed and 
can only emerge in disguised form. In the 
course of psychoanalytic treatment the de- 
velopment of various forms of transference 
are regarded, from this point of view, as re- 
presenting derivatives of the Unconscious. 
The same can be considered to be true for the 
dream, the analysis of which was regarded, 
particularly in the early days of psychoanaly- 
sis, as the ` royal road to the Unconscious - 
We have commented on the fact that, in the 
second phase of psychoanalysis, the focus of 
the psychoanalyst's attention was on the 
language of the Unconscious’, 1.6. the xx 
in which the instinctual wishes of posi 
conscious found their expression in p" 


and ! 
lation of wish 


+ The question of inherited memories, aS well 
| hole issue of ‘primal’ or primary" re- 
as ws - can safely be left for later consideration 
n, Cå 
pression. 


and debate- 
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scious derivatives or in surface behaviour and 
experience. 

After a certain point in development has 
been reached, repression of an instinctual 
wish or its derivative (or even of innocuous 
content unconsciously associated with an in- 
stinctual wish, as in the temporary forgetting 
of a friend's name) can occur at any time. 
The motive for repression is the unpleasure 
of conflict, or the anxiety associated with the 
threat of an unpleasant experience of any sort. 
Thus, at all times the contents of the Un- 
conscious are being augmented by fresh re- 
pressions. At the same time, the instinctual 
wishes of the Unconscious constantly stimu- 
late the formation of derivatives which find 
their way into the Preconscious and, if un- 
acceptable aspects are sufficiently disguised to 
escape the ‘censor’, to consciousness and 
motility. 

Earlier it was pointed out that in this frame 
of reference memories of earlier satisfying ex- 
periences are cathected by the instinctual 
drives in the formation of instinctual wishes. 
These satisfying experiences need not have 
been real events, but can also have been wish- 
fulfilling daydreams. Once these have been 
repressed they are treated in the Unconscious 
as if they were memories of real events, and 
when cathected by an instinctual drive become 
the content of an instinctual wish. From the 
point of view of the topographical frame of 
reference we would say that in the first phase 
of psychoanalysis Freud did not distinguish 
between the recall of a past wish-fulfilling 
fantasy and the recovery of a repressed trau- 
matic memory. It was, of course, the realiza- 
tion of this distinction by Freud which led to 
the clinical and theoretical developments of 
the second phase. 


Mental functioning within the Unconscious 


A number of hypothetical processes were 
postulated by Freud as occurring within this 
system. These ‘characteristic’ modes of func- 
tioning include the concept of primary process 
(which stands in marked opposition to the 
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secondary process which we shall discuss in 
connexion with the two other systems). 

In order to present the concept of primary 
process it is necessary to point out that Freud 
considered the energic cathexes of the Un- 
conscious to be ‘freely mobile’, i.c. the in- 
stinctual energy which invested memory 
traces (with the corresponding revival of 
memories as part of the instinctual wish) was 
‘fluid’ and could be transferred from one idea 
or image to another. It was regarded as being 
able to move from the whole of an idea to one 
of its parts; or the energy could be transferred 
from an idea to any other ideational element 
which had been associated with it in any 
way; or two ideational elements (e.g. two 
memories) could be compounded, by super- 
imposition, so to speak, so that a composite 
entity is temporarily formed. One might con- 
ceive of this as the instinctual energy cathect- 
ing whole networks of ideas which are linked 
together by the most primitive of associational 
ties. 

It could be said that the arousal of drives 
in the Unconscious (either as a consequence 
of internal stimuli or of perception of the 
external world) causes a cathexis (investment 
with a charge of energy) of memory traces 
associated with past drive gratification. while 
it is the most important memories of satisfac- 
tion which are initially cathected by drive 
energy to give content to the instinctual wish, 
the energic element in the wish can be regarded 
as relatively mobile and capable of being 
transferred to other elements if obstacles 
exist in the path of direct wish-fulfilment. 
This in turn can produce a whole host O 
alternative forms of the particular wish. In 
other words, if one could hypothetically view 
the process from the side of the Unconscious 
derivatives are initially formed by meane 
the transferring of mobile instinctual cathexit- 
(The further processes involved in the tgene 
tion of derivatives, in the Preconscious sys 
tem, are very different.) " 

The characteristics of primary process à 
therefore: 


" in^ 
(1) Displacement. The transferring of ! 


Frames of reference in psychoanalytic psychology. VI 


n ae content 
result in a part tan ani rimi s 
the instinctual wish ‘or sh dw The ven 
logic in this dis ln no f = a bes 
are followed. One idea cin st ife ser 
in the Unconscious il they I E ni oi 
link rois E drin an associative 
. Moreover, instinctual cathexis 
may be transferred from element A to an 
element C simply because A and C each have 
something in common with B; and so on. 

(2) Condensation. The amalgamation of 
two or more ideational elements cathected by 
the same charge of instinctual energy. In a 
Sense, the instinctual drive, if it has been 
linked with two separate ideas or memories, 
can get * two for the price of one’ by the super- 
imposition of one idea upon another. 

Freud was of the view that the primary- 
Process mechanisms can be discerned in the 
content of dreams and of slips of the tongue. 
By getting the patient's associations to such 
material, it was hoped that the analyst and 
patient would be able to trace the overt 
material back to the underlying instinctual 
Wish and to early memories and conflicts. 

Symbolization is sometimes included as a 
Primary-process mechanism, but because 
Symbolization and symbol-formation are à 
highly complex process, We can refer to that 
spect of symbolization which is primary 
Process in mature as being a special case of 
Pars pro toto displacement. 
"s instinctual wishes in the "n 
indo largely from the first few years of ife, 

id the characteristics of mental functioning 
Within the Unconscious more or less follow 
Tom the concepts of freely mobile cathexis 
and primary process. They can be listed as 


9 lows: 
^ t (1915): 
aD Timelessness. AS Freud prt tl 


e © Processes. . „are not ordered temporal 
bee altered by the passage of wee id 
Sept NO reference to time at 4 |, As the x 
: ed time is one which only develops 2 a 
ig “Tiod of time in the mind of the child, a! : 
deve aspect of the whole of his a 

pment, it is linked, as WE shall see, with 


Unconscious 
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the moreformal secondary-process functioning 
and thus linked with the Preconscious and 
Conscious systems. 

Q) Disregard of reality. Instinctual wishes 
are considered to follow the pleasure-un- 
pleasure principle. Here again, we see a sharp 
difference in mode of functioning between 
the Unconscious on the one hand and the 
Preconscious and Conscious on the other. In 
the latter systems the ‘reality principle’ ob- 
tains, whereas in the Unconscious the pleasure 
principle and the pressure towards the satis- 
faction of infantile instinctual wishes, however 
unreasonable in the present, still persist. 

(3) Psychical reality. As far as the Un- 
conscious is concerned, memories of real 
events and of imagined experiences are not 
distinguished. Abstract symbols are not recog- 
nized as abstract but are treated as if they 
represented concrete reality.* 

(4) Absence of contradiction. Inasmuch as 
the awareness of contradictions involves a 
degree of formal thinking and judgement, as 
far as the Unconscious is concerned contra- 
dictory elements are quite compatible and 
exist side by side. Freud commented (1915): 
‘When two wishful impulses whose aims must 
appear to us incompatible become simul- 
taneously active, the two impulses do not 
diminish each other or cancel each other 


out." 


Absence of contradiction in the Uncon- 


scious also exists in the form of so-called 
identity of opposites. ‘Big’ and ‘small’ are the 
same as far as the Unconscious is concerned, 
because of the absence of negation (see below). 
(5) Absence of negation. Because the attach- 
ment of a ‘not’ to an idea reflects a formal 
thought process, acquired during the course of 
development, negation does not exist in the 
Unconscious. Negation is added in the other 
RESY amd usvally points to the opposite 
in the Unconscious (e.g. “I remember being 
* [t has been pointed out (Sandler & Nagera, 
ore organized part of the person- 
1963) thet ie Pan the capacity 10 disbelieve in 
ality Me er ative productions to be dis- 
aa from real experiences. 
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beaten by a man who was not at all like my 
father’ may refer to a repressed memory of 
being beaten by father). 

(6) * Words as things’. Whereas in the other 
two systems symbolic and abstract representa- 
tions (par excellence, through words) are ex- 
tensively used, and the connexion of the 
symbol with the class of events to which it 
refers is retained, this is not so in the Un- 
conscious. With repression, the symbol is 
treated as if it were a representation of a con- 
crete thing. It has no abstract quality at all. 
Thus the memory of something which was 
abstract might appear in a concrete form in 
One or other derivative of the Unconscious. 
This phenomenon is particularly evident in 
dreams and in some forms of schizophrenic 
thought disorder. Abstract words or sayings 
may be treated absolutely literally and con- 
cretely. 

These ‘properties’ of the functioning of the 
Unconscious (not of unconscious mental 
functioning in general) are reconstructions 
from Freud’s experiences in his analytic 
work, from his experiences in searching for 
what lay beneath the surface communications 
and behaviour of his patients. The analysis 
of dreams, in particular, showed that in the 
formation of the dream primary-process func- 
tioning could be discerned. In Freud's work 
on dreams (1900, 1917), on the psycho- 
pathology of everyday life’ (1901), on jokes 
(19055), and in many other works, the in- 
fluence of the modes of functioning attributed 
to the Unconscious on the ‘derivatives of the 
Unconscious’ has been claborated. Their 
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effect can also be reconstructed in ‘normal’ 
phenomena other than dreams. It could be 
said that the very modes of functioning charac- 
teristic of the Unconscious are of tremendous 
value to the instinctual wish in its movement 
through the Preconscious in search of grati- 
fication. They provide means whereby the 
original content of the wish can be changed 
(e.g. through displacement, equality of oppo- 
sites, etc.) in such a way that the censorship 
can be passed and the derivative of the wish 
can find overt expression. 

The characteristics of the Preconscious and 
Conscious systems stand in marked contrast 
to those of the Unconscious, and will be dis- 
cussed in the following paper in this series 
(Sandler. Holder & Dare, 1973h). 
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The treatment barrier: Part 1* 


By R. D. SCOTT} 


on fo ad vane Race te barrier’ 
are created by tl E s » treatment which 
illness prevaili ne cultural view of mental 
deals Lira, A in Western society. If 
the pum R issues in the relationships between 
or ina = others is an essential part of 
barrier d nen the treatment barrier is the 
ment Ned must penetrate before treat- 
With d i egin. It should not be confused 
dns he defence systems described by psycho- 
alysts. 
a an meu barrier will exist W 
alithorit has been labelled as being ill by an 
i ien jc euge: a doctor, whether the label 
foia rosis or psychosis. A mental hospital 
Fondi an excellent. base from. which to 
tief P. the treatment barrier. I will give two 
ut very typical examples: 
in ee everyday occurrence that a patient 
of ing bie I An for the day and guae pis 
Patient je int MN by playing up. a: 
quite aware of acting so as to make 


henever 


tro 
w When confronted by whoever he has 
et he says, ‘I'm from Napsbury (mental 
are asked. The 


ioe No further questions | 
"e doctor is rung up and held totally 
Mi aS for a person who, because he ds 
or P patient, is assumed to be not responsi n 
this = behaviour. If the doctor does not us 
Memien and act accordingly, then the communi y 
, ber may threaten to report the doctor to à 


'gher authority. 
Gi, The parents come to See the doctor about 
p, Son who is in hospital. The son asks, “Can 
e home?’ Parents: "We will have you home 
Oon as the doctor says you are well enough. 
k 
s es on a paper given at à re 
of Hy by Dr John Bowlby, 
‘man Relations, 21 Apri 
fro... the technical part of thi 
Health, Project supported by th 
4. and Social Security. 


apsbury Hospital, near St A 


11971. 
s work 15 
e Department of 


Ibans, Herts. 


Doctor: ‘He has no illness for which we need to 
keep him in hospital. It is between you and him 
whether he goes home.’ The parents attack the 
doctor: ‘But doctor he is ill; he stays up all night 
playing his guitar and stays in bed during the 
day. We cannot have him until he is well.’ 
Doctor: ‘It seems that it is the way he behaves 
which you cannot stand, and that is why you do 
not want him home.’ ‘But doctor, he is our son 
and we love him, we want him to get well.’ 
Eventually, if the family show feeling, get angry, 
cry, begin to admit some real difficulties in their 
relationships, then the treatment barrier has been 
penetrated. If they succeed in forcing everything 
back onto the doctor in terms of ‘illness’, then 
the barrier has not been penetrated. 


We may notice from these two examples 
of the treatment barrier that different areas 


are involved: 

The lay area. This has: (a) a public sector 
h those concerned have no special 
he patient, and (5) a 
the cultural image of 
d in family relation- 


in whicl 
relationships with t 
rivate sector, i.e. 


mental illness as it is use 


ships. 
ional area. Here there are two 


The professi 
main divisions: (a) the hospital and those 
working with in-patients, and (b) the com- 


munity area, those working with patients in 
hospital and with their relatives. The pro- 
fessional workers may be psychiatrists, social 
workers, psychoanalysts, etc. 
For most people the term * mental patient" 
robably implies a person who has been in 
a mental hospital. The mental hospital patient 


and his illness may be regarded as the arche- 
which the cultural images 


a stark clarity which aids definition. 
Itural images are at work in any 
community setting in which there is a 
diagnosed patient; there, however, they 
appear in a more subtle form, but one which 
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can, I believe, nevertheless provide a very 
effective barrier to treatment. 

The presentation is in two parts: Part 1 
gives a general survey of the areas in which 
the treatment barrier is likely to be operative 
and the manner of its operation in the 
different areas. An impression is also given 
of how awareness of the barrier has led to 
a refashioning of treatment policies in the 
hospital team with which.I am concerned. 
Part 1 brings to view a massive cultural 
denial of the extent to which patients are 
agents who are capable of effectively ex- 
ploiting the powerful forces which form the 
context of the situation of the mental patient. 
Part 2 (Scott, 1973) takes up the theme of 
the patient as an unrecognized agent. 
Research findings are used to show: (i) that 
patients are not merely helpless victims unable 
to determine their own fates, but that they 
may have a marked degree of agency which 
they use to attain certain ends; (ii) that 
patients are more aware of issues associated 
with these capacities than are their relatives, 
whose perceptions of the patient are obscured 
by the cultural image of mental illness. 


ORIENTATION AND AIMS 


There are three points: 

l. The term ‘mental illness’ has replaced 
terms which now horrify us such as ‘lunacy’, 
‘insanity’, ‘insane heredity’, ‘pauper lunatic’, 
which were used during the first 40 years of 
this century. These latter terms imply 
alienation, banishment from society into 
asylums located away in the country, whereas 
the term ‘mental illness’ has been intended 
by the innovators in our culture to imply 
acceptance of the patient as a person in need 
of treatment as in the case of any other form 
of illness. It may therefore seem a paradox 
that through our experience I am forced to 
describe the cultural view of mental illness 
as a severe obstacle to treatment. I wish to 
make clear that although T am describing 
only the negative aspects of the image of 
mental illness, I am aware of positive aspects 
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too-I do not think I could have stood 
working in the asylums in the pre-war years. 

The mental health services are being 
extensively refashioned. The process started 
in the late 1950s in this country, and it started 
at the top. On the basis of Tooth & Brooke's 
well-known ‘turning of the tide’ paper (1961), 
a blueprint was laid down. 

It is the image of mental illness which has 
led us to the restructuring of the provisions 
for the treatment of the mentally ill which 
are now in the midstream of change. It i5 
therefore important to look very carefully at 
the way in which the image of mental illness 
Operates in the everyday world of our work. 

2. The above is a summary of the con- 
temporary background. The aims of the 
present work are however purely practical. 
They are to define those aspects of the 
cultural view of mental illness which are 
antitherapeutic and, having defined them, tO 
develop methods of treatment which can be 
effective in the existing social milieu. We 
cannot change society. 

3. Iam not denying the existence of illness: 
I am concerned to differentiate areas in which 
tremendous confusion prevails. For instance: 
the majority of patients are admitted t0 
mental hospitals for social reasons, yet ouf 
culture requires that all be labelled as ‘ill > 
Some patients are, by any standards, ill: ‘bu 
for the many whose problems are mainly 
social and interpersonal the label of ‘illness 
may place a barrier between them and theif 
real problems. " 

Since we are concerned with the public 
image of mental illness in Western culture, Ìt 
is necessary to review some of the literature 
in order to establish profiles for the generality 
of the image. 


CULTURAL IMAGE OF MENTAL ILLNESS 
PROFILES DERIVED FROM THE LITERATURE l 
Profiles of: sick person, sick role, men 

illness, mental patient, mental person, de 
ancy, legitimized deviant. nd 
Parsons (1951, 1952) presents ‘Health 4 
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illness as , 

Thedeh tates institutionalized role types’. 

legitimized es 7» acr. and conditionally 
its bans . defined as follows: 

of his be pl as is exempted from certain 

gations, ibe See (commitments, OF obli- 
(i) It is i pi by others). 

recover ees condition that he is unable to 

help it, Thus conscious act of will, i.c. he cannot 

thing for a his disability is regarded as some- 

(not respoy ‘hich he cannot be held responsible 
(iii) H Biste) e but 

is, he agi obligated to want to get well. That 

Teatment oo for seeking and accepting 

Undesirable e must regard the sick role as an 
OW Hen A 

lent iei is regarded as being in need of compe 

Want to Ming help, and since he is obligated to 

be "sick person” is 


n Uwe Nau was i 
condition ell, his status as a 


ik al on his becoming a patient. 
Cons ave ms 
role mg sequence of these conditions the sick 
e iaa not be granted if there appears to 
dise equate evidence for the presence of 
Sease proc : pe $a 
Tole, € process which would justify this 
ess in general. 
mental illness 
ad confusions 


Thés 
pe definitions apply to illn 

he equally applied to ! 
re attendant difficulties at 
ie later discussed. Here We need only 
Ospital a psychiatrie 
Abella must be 
See f ust be 


lich 

any admission tO 
requires that the person 
as "ill", and that his illness ™ 

ikson ne from a disease pene at 

Mental (1957) defines the public den 

i al illness as follows: 


(i) 

a A 

almost breakdown of intellect, 

t Complete loss of cognitive function. ie. 
FT cking insight ) 

"s ui loss of rationality lea c exper: 

SS i hat the behaviour termed + mental illness 

hu M cq a serious loss of self a 

i ei ible fo 

is ag> (0 the point of not being respons 


n as 


amounting to 


Cts 
(iii, Unpredictable, impulsive): 
anq The behavi poe appropriate 
ehaviour shoul ces in which 


A perg "ea i i tan 
*rson sonable in the circums 
finds himself. ( Deviance-) 


dep ther ; f 3 
“fin i authors, sociologists in ‘ancy 
. le 
Mental illness as a for" of dev 
have become 


Sey The 
Nig), attributions in italics 
tient - 


t à 
9 the image of * mental pà 
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since it affects a person's behaviour. I do not 
think that the term ‘deviant’ is applied to 
other forms of illness. The term appears to 
be confined to behaviour and not to deviation 
from physical norms. Another attribute is, 
helpless, unable to determine his own fate 
(loss of agency, or volition). * Mental patient’ 
is also sometimes seen as an identity rather 


than as a role: 
The danger of ac 
a ‘mental patient” 
where a person is stru. 
identity (Talbot er al., 1964). 

9) differentiates two socio- 
(1) the sick role, as defined 
illness behaviour, as 


hieving a stabilized identity as 
is greatest at a point in life 
ggling to form an integrated 


Pilowsky (196 
logical concepts: 
by Parsons, and (2) 
defined by Mechanic: 
entitled to the sick role 
ment with society’s 
to get rid of this 
; or may not 
by obligation 


person is only 
rovided he cooperates in treat 
officially appointed delegates, 
undesirable state. The patient may 
regard the role as undesirable, but 
those treating him must do so. 


the case of the mental pat 
absolute responsibility falls 
by obligation on the shoulders of 'society's 
officially appointed delegates" - the doctors. 
The concept of illness behaviour is applic- 
able to the actions of the person às these 
are seen by others:‘...the ways in which 
given symptoms may be differentially per- 
ceived, evaluated, and acted (or not acted) 
upon by different kinds of persons (Mechanic, 


1962). 

The question of whether they are acted 
upon depends on the ‘visibility of symptoms 
as indicators of degree of deviancy: 

The intervention in the case of ‘assumed mental 
illness" by the family or others in the community 
is highly dependent on the visibility of symptoms. 
A person unable or unwilling to make gren 
responses in his network of interpersonal re em 1s 
i arded as: criminal or corrupt, if empathy 1$ 
RM le an motivation attributable, or - sick 
s the evaluator is at a loss in empathizing. 
or 


chanic makes it clear that whether 
een as being *ill' or not depends 


The 


Thus in ient who 
is not responsible, 


Thus Me 
a person is S 
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on somebody's view of what is ‘ill’ or "well". 
The expert is in a similar position, since in 
the majority of cases there are no tests for 
mental illness other than what is provided 
by what a person says and does. 

Mechanic makes the following important 
point which is completely borne out by our 
daily experience: ‘The person defined as 
mentally ill is brought into hospital primarily 
as the result of lay decisions. But the laymen 
involved usually presume that the patient is 
in hospital as a result of medical decisions 
and expert knowledge. ..’. 

Kellert (1971) makes the same point: *To 
a considerable extent the psychiatric diagnosis 
functions largely to validate decisions reached 
somewhere out in the community." 

We may note that this constitutes one of 
the nodal points in the operation of the 
treatment barrier. This mode of placing 
responsibility onto the doctor enables the 
patient and his relatives to evade the reality 
of the painful things they may have suffered, 
and it places the doctor in a position of 
pseudo-authority which is likely to impair 
his effectiveness in treatment. 

Sarbin & Manusco (1970) provide evidence 
that the general public will go a long way 
towards accepting and trying to understand 
disturbed behaviour, but once a person has 
had the official seal of being mentally ill 
placed upon him, he is likely to be distanced 
and ostracized. His behaviour is then seen as 
being beyond understanding, and in my 
experience beyond even the need for under- 
standing. 

Families regularly use this cultural defence 
when, through the pains and threats of their 
interpersonal conflicts, they reach a threshold 
and suddenly see the behaviour of one member 
as being beyond understanding. But this 
defence may increase anxiety, forthebehaviour 
of the member thus identified is now seen 
as being even more unpredictable than before. 
At this point the family is likely to turn to 
the doctor for confirmation of their view that 
the member is mentally ill. A person whose 
behaviour is seen as being unpredictable not 
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only becomes an object of fear, he becomes 
endowed, as we shall later be considering, 
with a potentiality for a perverse sort of 
power.* This potentiality arises because of 
the ‘closure’ (Scott er al., 1967) involved in 
this defence which leaves others unaware of 
whatever rationality the patient retains. As I$ 
detailed in Part 2, the patient may then place 
his remaining awareness and agency in the 
service of the image of fear in which he has 
been cast. 

Star (1955), from the results of a national 
opinion poll, reports that *For most people 
mental illness is associated with violent and 
unpredictable behaviour’. . 

During a psychotic crisis in a family there 
is an absolute dread of the unpredictable - 
'anything might happen'. But beyond this 
there are definite and ultimate fears which 
I will indicate, since the stereotypes of b 
cultural image quite specifically deny red 
understanding of the mental hospital and its 
inhabitants, and their relation with the 
community. f 

We have rated a number of parents or 
schizophrenics for what they feared ist 
first came ‘his becoming lost’; they feare 
that the patient would become permanently 
out of touch - lost as a person. Thus ue 
feared ultimate separation; this wae a 
expressed as a fear of ‘silence, of his nO 
saying anything’. Second came fear O 
violence, to the extent of fearing murder 
From this and much other evidence we know 
that the parents are not so much threatene 
by those outward and visible signs of disturb? 
behaviour, described by Mechanic for er 
general populace, as they are by an e 
dread, compared to which the stigma, as * 
threat, is quite peripheral. This parental dre 
is about the fear of ‘his becoming lost e 
can best be pictured as a life-line felt to p í 
between parents and patient. The paren É 
have to know where the patient is, they can? 


t 
* What is here described is the social or 
of a situation which might be entirely ee 
nature, or which may contain a core of | 
in the sense defined by Parsons. 
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“i diui i mines and they behave 
(feine. In mur pis ly depended on it 
dread is not really seii sid Ln 
of She horti ? a with the fate 
d , is much more deeply 
concerned with the survival of the involved 
relative(s) who are not in hospital. 
d PE for anxiety in the situation 
i is obviously very great, and 
it may quickly rise above the threshold of 
What can be endured at home. The hospital 
then has to have the patient. The relatives, 
and, as we shall see, patients too, usually 
assume that this is an obligation which is not 
Open to question. The hospital staff now 
become responsible not merely for the patient, 
but for the relationship situation which exists 
between patient and parents. Commonly the 
parent(s) want a son or daughter tied in to 
their lives and they may use the diagnosis 
of illness to secure this, and the patient may 
collude with an act of identity murder. The 
hospital staff are required to be responsible 
for managing this situation, but they must 
See it entirely in terms of disturbance in the 
Patient, à 
a have outlined this 1 ! 
gical inability to separate, which typifies 
Schizophrenics and their parents equally, 
because it leads to an expectation that the 
hospital staff will assume total responsibility 
Or patients, and this expectation lies very 
close to what is expected in our culture for 
the hospitalization of mental patients in 
8eneral, 
ih In the next section I consider various areas 
Which the treatment barrier may operate. 
Finds with the hospital where the issue we 
* considering receives ultimate expression. 
ae what has been said it should he oe 
Stam the greatest forces acting ^ immi 
a, d9 not come from within the hospita » 
are exerted from the community. Com 
unity pressure is based on fear. The form 
eris which this fear can ue 
telaq described above. Any attempt to inc ved 
fuent (from the community sector) as 
lal part of the hospital treatment 
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aspect of the patho- 
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situation is seen by them as a violation of 
the rules prescribed by the cultural image of 
mental illness. The hospital is the physical 
expression of a cultural line dividing the ill 
from the well. B 


OPERATION OF THE TREATMENT BARRIER 
IN VARIOUS AREAS AND SOME 
IMPLICATIONS FOR TREATMENT 


The hospital and the community 


The description given earlier (example 2) 
of a meeting between family and patient is 
typical and stereotyped. It represents a revival 
of the original situation which led to admission. 
This original situation we term the "first 
experience’ of mental illness (Scott et al., 
1967). Though it will have preceded the 
present admission, the first experience may 
have occurred on à number of previous 
occasions in connection with the present 
patient, or it may be a repeat of a parent's 
experience with the hospitalization of a close 
relative much earlier in that parent's life. 

The essentials of the situation are, as 
Mechanic says, that it is a lay member in the 
community who makes the decision for 
admission and then immediately holds the 
doctor responsible for it as the ‘expert’ in 
mental illness. As in the example the parents 
tell the doctor what to say, and if he does 
not say it, the situation is likely to become 
very tense and threatening. If the doctor does 
comply with parents’ expectations, as he is 
likely to have done on admission, he will be 
forced to draw a line which rigidly divides 
the ill from the well; human relationships are 
then maintained ina severed and disconnected 
state. The parents deny that forms of relation- 
ship threatening to themselves are relation- 
ships; they are seen as forms of disturbance 
in the patient. Thus symptomatology is 
maintained by the conventional approach 
whilst relationship issues are depersonalized 


and evaded. 

A disconnexion fi 
surrounding admission, 
present in nearly all patie 


from the circumstances 
just described, is 
nts newly admitted, 
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whether or not they are psychotie, and its 
form is extremely stereotyped. It is simply 
not done for a patient to know why he is in 
hospital or to want to be in hospital for any 
explicitly positive reason. u 

In the acute female admission ward we 
make the practice, at weekly meetings with 
all staff and patients present, of asking a few 
very simple questions: Why are you here? 
What has happened? Are you ill? Is there 
anything for which you would like Some help? 
Do you want to be here? Almost all patients 
at these meetings attribute their being in 
hospital to the agency of others. Whilst this 
may be partly true, the patients themselves 
deny that they have taken any part in it: 
they have been brought in for some unknown 
reason: "The doctor sent me in’, 
Officer came and took me away’. ‘Why did 


he do it? ‘I don’t know, there 
reason.’ Or the 


forms of expla 
pathy, etc. 

It is notable that it is 
asked by a patient wh 
into hospital. 

Very few patients indicate th 
any responsibility for being in hospital. They 


know that the role of a mental patient is 


that he is nor responsible, and has no agency 
Or volition of 


his own by which he can 
determine his own fate. One patient summed 
up the rule governing the role by asking, 


‘Should a patient. know Why he is in 
hospital ?* 


‘A welfare 


was no 
patient may invoke psychotic 
nation, such as rays or tele- 


extremely rare to be 
y they were brought 


at they have 


Very few patients admit 
excepting perhaps ‘a rest’ or 
The role of a mental patient 
committing himself to anyth 
seen as being without insight. 

Although patients do not 
want to be in hospital and oft 
to leave, when told they can leave at any 
time they wish -*Now if you like' - it is 
exceptional for a patient placed in this 


Position actually to commit himself to 
leaving. 


they want help, 
“pills for nerves", 
is that he avoids 
ing; hence he is 


admit that they 
€n say they want 
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Thus the majority of patients from the 
time of their admission fulfil all the attri- 
butions of the "mental patient’ which we 
have defined, to the letter, 

By far the most striking of the B 
features of patient behaviour is the denia 
that they want anything from the ospiti 
yet make no move to leave. Closely associate! 
with this denial is the fact that over 90 ", of 
admissions occur by crisis. This means that 
it is intolerable behaviour and not the seeking 
of treatment which led to admission. We have 
found that admission by crisis represents an 
escape from an intolerable situation and - 
this is equally true for both patients an 
relatives. Time and again it has been very 
evident that patients do not want to leave 
hospital, they want refuge, but this cannot 
be admitted. If patients were prepared to 
admit this need for refuge we would, in many 
Cases, be prepared to grant it — conditionally- 
Rather than ask for what they want, p, 
accept what they have been offered, patients 
£o to almost any extremity of psychosis, Of 
impulsive acting out, in order to secure ier 
mission unconditionally ; and, having secure 
admission, they deny that they want anything 
from us. Patients, equally with relatives, r 
on the implicit assumption that we have go 
to take the patient. Thus patients avoid me 
human act of asking for what they want an 
of making a transaction with us about it. 

In the case of schizophrenics this could be 
attributed to their well-known fear of commit 
ment. But the avoidance of commitment 
extends to all types of patient. An intelligent; 
middle-aged, depressed woman, who know: 
quite well how to conduct herself, behave 
in the same Way. This makes it unlikely iue 
We are dealing with a feature of illness “pë 
se’, but rather with a cultural and per 
Fesponse to the image of illness. We a 
term this the ‘standard patient’. That this 
à role which the patient actively takes, = 
which can obscure to others the degree 4 
awareness and insight which he may posses 


is investigated Systematically in Part 2. 
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A 2 D 
n approach to the treatment barrier 


Rom NE ine that they want 
leave, creates an vidi a a! iie M 
During the last two ye: agen inei 
hospital ee ee years members of my 
: a e been developing an 
approach to this problem. É 
oe ey "d behind the standard 
deine? he ad y nearly all individuals 
at $0 i doing something we have never 
© before: challenge the role of the 
mental patient. At the group meeting in the 
admission ward we, as a team, would not 
take the medical counterpart of the mental 
patient role, but instead adopt an approach 
in which we might say to a patient, "You 
Must want something from us since you do 
not leave. If you could tell us about this we 
might be able to help.” We do not accept 
denials of agency, and we remain unresponsive 
to psychotic types of explanation. In this way 
Psychotic ideas can sometimes be undercut 
in one session revealing more real issues, the 
et despair, conflict with others. The 
Ta ication that we may ask a patient to 
he x unless he can give some idea of what 
wants from being in hospital,* conveys 
to à patient that we are aware of the secret 
Source of power inherent in the patient role. 
This power lies in the unstated assumption 
"ies we are obliged to have the patient 
cause he is à "mental patient’, ie. an 
"ons of fear who might do anything, and 
it is we who will be responsible for what 
hee Hence he need give no reason for 
Bor. in hospital nor make any commitment 
that it. The unreality of the peg n 
Patie WE can be totally responsible kie 
"ons nes acts is especially ine = 
ave t a patient threatening pem ke 
res had many examples ad l 
ach has checked suicidal acting out. 
the m next step was to get the situation with 
atives into the picture. For this purpose 
ions can do this. For = 


* Nex 
feag, "Carly alf admiss o 
‘ tients behave 45 it they 


ha, ONS pj 
ave 9 given, most pa 
t got a clue. 
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we h i iti issi 
: ave made ita condition of admission 
hat the most involved relatives attend at 
— xs meeting soon after the patient 
z E in. j elatives, almost as much as 
atients, avoid issues concerning the situation 
which led to admission. Regularly they say 
that the doctor decided to admit the patient, 
and regularly we have to ask them, along 
. : H A 2 
with the patient, to describe what happened. 
Usually it turns out that things had got 
intolerable at home, and that because of 
this the doctor had no choice but to secure 
admission. At other times it may become 
clear that a parent has manoeuvred their child 
into hospital in order to keep possession and 
control of this child. By bringing to life the 
situation between patient and relatives which 
led to admission, we try to avoid being made 
totally responsible for it. Should we assume 
this responsibility, by treating the patient 
and ignoring the relationships, we would, in 
the last example, be making ourselves into 
accomplices of the parents to ensure that the 


child remained tied to them. 


Results 


The results of this appr 
very marked effect on the admission ward. 
Up to the time the policy was started in 
January 1970, the ward had for years been 
subject to recurrent bed-pressure crises, over- 
crowding, violence, squabbling, and tension. 
Since January 1970 there have been no bed- 

ressure crises, which means that we can 

s on a rational basis. Break- 


organize transfer 
ages and the use of sedatives have gone right 
down. The ward has 44 beds. In the four 


months before starting the policy the average 
ward population (beds occupied on Wednes- 
days) was 38 patients, whose average length 
of stay was 28 days. Since starting the policy 
the ward population has progressively gone 
down: in the first. six months of 1971 the 
average population was 13 patients whose 
average length of stay was 11:5 days. The 
admission rates were nearly the same in both 
veraging 32-5 per month in the first, 
per month in the second period. 
4-2 


oach have had a 


periods, a 
and 318 
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The change has resulted from the average 
length of stay being reduced by more than 
a half. The readmission rate has remained 
about the same. 

By using this approach we are able to get 
more control over the attitudes of the patient 
and relatives to admission. To this we 
attribute the great reduction in psychotic 
behaviour and also the associated disap- 
pearance of overcrowding. We do not yet 
know how it finally affects outcome for 
patients, but the reduction of in-patient load 
has freed staff to go into the community to 
deal with problems where they usually belong, 
i.e. between the patient and his involved others. 


Hospital staff and the approach 


The use of the approach has required staff 
to withstand a high degree of anxiety. It 
cannot be used by individual staff members, 
but requires a team organized from top to 
bottom. Staff who act in identification with 
the cultural image feel totally responsible; 
they feel that any failure on their part to 
take this total responsibility for a patient 
may lead to their being threatened by some 
authority. But, as we have seen, to be totally 
responsible for another person means the 
denial of the existence of human relationships 
with that person. The approach described 
introduces relationships; it could be called 
the human approach. [t means that we do 
not act in complete uniformity to the very 
limited set of stereotyped expectations be- 
longing to the cultural image and, as a result, 
relatives, and patients too, have tried threat- 
ening us with the highest authorities. Often 
this has been over so simple a matter as 
refusing to see a relative except in the 
presence of the patient, or only with the 
patient’s permission (in order to keep relation- 
ships connected). 

Under the present system, not only do 
relatives try to bind the staff to be totally 
responsible, but they also accord them only 
minimum status. That it is a community 
member who decides who needs admission, 
and who sees staff as “expert” only when they 
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do what they are told, and threatens them 
when they do not, may sound a caricature. 
It is not. Moreover, so long as staff collude 
with the traditional system they suffer a sense 
of shame and degradation that is, I believe, 
the most potent source of the inferior status 
associated with working in mental hospitals. 

The traditional pattern is determined by 
fear. Relatives and community members are 
not so much holding staff responsible for the 
patient as requiring them to take care of their 
fears of mental illness, the fear which I have 
pictured as a life-line which can be cut. 

It is crucial that staff differentiate the fear 
which community members convey to them, 
from their perception of the patient in his 
own right. If they are able to do this they 
will probably discover that they have been 
much too anxious about patients, and much 
too little concerned with the fears of com- 
munity members. 

In the coming section, I will leave this 
realm of ultimate fears and deal with everyday 
situations found in the community. 


THE COMMUNITY SECTOR AND THE 
TREATMENT BARRIER 


The issue is here more subtle. I will start 
in the out-patient department. I see a woman 
who complains of various symptoms including 
depression. Eventually it emerges that there 
is a bad marital conflict and that she 3 
trying to get me to force her into hospital m 
order to escape the pain and stress, and 
perhaps also to punish her husband. I can 
approach the situation in two Ways: 

l. If my response is to offer help for the 
marital problem in terms such as ‘You have 
told me that you have a bad problem with 
your marriage. I think that this is responsible 
for your depression. I would like to see yO" 
and your husband together’, the wife may 
agree, but it is unlikely that I will get any 
where. Indeed she may well try to m 
another route into hospital — not that sh 


has said she wants to come in, she has trie 
to make me Say it. 
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9 . 
um I could say ‘You have 
Sal ani pes jou have & bad marriage 
depression ndi - YOU are suffering much 
for this? ums of it. Do you want help 
would is I by wife says that she really 
hef raand. ti about her relationship with 
new basis, uus ISSUE 5 puton an entirely 
for UAI eie es herself to asking 
ieee en whe her marriage, and it is up to 
qu t. inion and in what way, I think 
oer cu sie to help. If she says that she 
them 1 ini help for her marriage problem, 
give her "ior say that I am not willing to 
her t» be 5 sim of help for which I believe 
I have Fui d for admission, since 
Dasitian di do if I admit a person in her 
Point we m us work out very badly. At this 
Prepared pen agree to part since I am not 
The ar give her what she wants. 

because I Aa is unlikely to succeed 
barrier, “Andee not dealt with the treatment 
and patient Vit image of doctor 
therapy, But i lave prescribed marital 
treated her ; w taking this approach, I have 
now vint sie mental patient who docs not 
She is ica á e needs and have implied that 
have Mni = of knowing or deciding. I 
Seek help ^ ga pin d on her part to 
What [ say r her marriage, but only to do 
The community social worker and 

The ni the treatment barrier 
strongly to the I have given applies 
s assigned the community social worker. He 
his de | referrals’, that is to say, the head 
Or “at partment receives patients referred 
Sent p Rport s or help with family problems. 
Y psychiatrists, GPs, ete. These cases 


üre 
he ge to the staff. The social worker 
en goes to the case often describes 
‘get in’, that 


ow 

is to jas has had to use tact to 

= iss he has had to persuade the family 

And | Patient to allow him to come round 

Yelp them. 

e or case a social worker to 

Mother been referred a client wh 
whose son was always getting 


just as 


Id me that 
o was à 
into 
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money trouble from which the mother rescued 
him. He described, quite correctly I Mero 
how this attitude of the mother was enable 
the son to go on getting into trouble and 
that this was a means of binding the son to 
her. I asked what was his position with the 
? He replied that he thought that he 
‘father-figure or husband'. I then 


mother 


was à 
inquired whether he had asked the mother 
if she wanted help with anything, such as 


managing her son. He replied that he had 
not. He just went round to help and give 
support to the mother who seemed pleased 
to see him. Now if this social worker had 
gone round to see the mother, and said that 
he had been sent round because they had 
heard there was trouble with the son, and 
after chatting with her had finally asked, ` Was 
there any help you want ?", and she had said 
that she would like help about managing her 
son, then he would have been in a strong 
therapeutic position. As it was she had not 
asked help for anything, so that nothing he 
said to her Was likely to have much effect. He 
then got Very anxious: *Supposing she did 
not ask for help?’ He became terrified that 
he might be threatened by some authority for 
doing nothing about the case. His intense 
anxiety clearly confirmed that the image of 
mental illness and the treatment barrier were 


operative. 


J find that social workers ares if anything, 


r their task than are 
sible to some 
and that just 
as in the case © ff, this leads to 

ifferentiate their own position 


with a fami 
not in hospital, they a 
‘not responsible’, and profe 
still to be totally responsible. The use of the 
medical model renders the social worker 
open to the challenge by their clients that 

he should see the doctor’. The 
i munity requires 


bya doctor who understands 


elationships, and 
cial problems 
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become labelled medical through confusions 
in our present system. 


The treatment barrier and psychoanalysis: 
permissiveness 


I have the impression that the treatment 
barrier can be operative also in psycho- 
analysis -the mere repetition of sessions 
without the question ever being asked, * What 
do you want, what are you coming for?' 
Meanwhile the patient awaits cure. 

It is also possible that because the patient 
cannot be expected to be responsible for 
unconscious impulses or fantasies, this may 
be used or confused with that permissiveness 
Which is part of the cultural image of mental 
illness. 

Because mental patients are seen as being 
not responsible for their actions, 
allowances are made for them. A hall 
said to me, ‘I don't know how 
“Stand what?’ I asked. ‘Don’t 
sometimes ?’, he replied. 1 sai 
I do. I do not believe in e 
patient's unreality by 
way’. 

Relatives often have elaborate rituals for 
depersonalizing relationships with the patient 
by ‘making special allowances so as not to 
upset him’. A patient may thus be treated 
as if he is invisible and yet be at the centre 
of family awareness. This unreal attitude is 
antitherapeutic, it can make patients extremely 
insecure, In the community I have stabilized 
a number of marriages simply by ‘de-illness- 


special 
porter 
you stand it’, 
you get angry 
d, ‘Of course 
ncouraging a 
acting in an unreal 


R. D. Scorr 


ing’ them, by getting the other partner to 
be more real, to risk producing their own 
feelings and reactions instead of concealing 
them so as not to upset the patient. 


CONCLUSION 


Throughout the paper I have made clear 
how great anxiety is aroused when any of 
the basic assumptions belonging to the 
cultural image of mental illness are touched 
or questioned. For this reason the clinical 
procedures described cannot be put into 
operation without fully understanding the 
reasons for so working, and solid team 
backing. 

I have been representing the hospital team, 
of which I am the leader, consisting of 
doctors, nurses and two psychologists. Al- 
though the paper is primarily a general 
sociological statement, thc concepts have 
emerged out of a considerable change in the 
approach to treatment over the last two 
years. This change, both in conception and 
in action, has been initiated by various 
members of the team, and also from findings 
derived from the family research department 
attached to the team.* We are indebted 10 
the community social workers in the Barnet 
Mental Health Centres who have helped us 
understand the community sector. 


* The Family R 
ina Project which j 
of Health and Soc 


, aged 
esearch Department is engage 
S supported by the Departmen 
ial Security. 
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The treatment barrier: Part 2. 
The patient as an unrecognized agent* 


By R. D. SCOTT} 


Seine qon "d ae Se een "treatment 
illness while he cultural view of mental 
à severe in prevails in our society forms 
essential BEAT to treatment whenever an 
with e part of treatment entails dealing 
relationships between the patient and 
Others, 
di a l (Scott, 1973) 1 surveyed the area, 
which 8 it into public and private sectors, in 
e c ie par staff, or lay persons, might 
Part 1 E in relationships with the patient. 
be a ma brought to view what appeared to 
Which — cultural denial of the extent to 
agency FEES may have awareness and 
Use 2 e it gave an impression of the 
Public s 1 patients commonly make of this 
Amtes Dn of their capacity to retain such 
“ature ie. was seen as being à central 
np of the barrier to treatment. 
{> Part 2 we take up the theme of the 
chaie on a paper given at a research seminar 
iiir: y Dr John Bowlby, Tavistock Date 
Use og Relations, 5 May 1971. The materia 
Or the technical part of this work was 
nt cum a project supported by the Depart- 
ealth and Social Security. 
; apsbury Hospital, near St Albans, Herts: 
se Sig admissions to hospital this needs pum 
Of ay, , Pective: in the case of about 80 per oe 
2 av dividuals under 65 years of a£e admitte 
form Psbury, dealing with relationships does € 
trea Mag essential part of treatment - phys 
at ty and the refuge function of the aga 
hrec as shown in Part ! (Scott, Dials 
ra, tnt of the issues concern! 1 
a Wee n greatly improve 
Per cen and staff efficiency. I? F 
“Cent the treatment of relations. 
Qo, arg untenable relations s 
P». unit and his significan ^r obstac 
inp ty commonly form 2 seve 
Ospital. 


Erive 


patient as an unrecognized agent, and use 
research findings to explore the issue in 
detail. By means of our Family Relationship 
Test§ we give evidence which shows that a 
patient is more likely to be aware of issues 
in their mutual relationships than are his 
parents. The results show that the cultural 
image of mental illness places the patient in 
a position to exploit an awareness which he 
is not seen as possessing, and which he knows 
he is not seen as possessing. Tt is suggested 
that a similar relationship is likely to hold 
between hospital staff and the patient. 
Evidence is then given from the literature 
which suggests that the patient, to an extent 
ch is not usually realized, is a knowing 
ermining outcome. 

findingsregardingpatient’sagency 
are contrasted with conventional views that 
the patient is a helpless victim of an illness, 
or of society, OF of his family. The findings 
place à perspective on conventional models 


of mental illness. 


whi 
agent in det 
Empirical 


The patient's position: issues to be 


investigated 

ribed how the majority 
crisis. That is to Say, 
o hospital for 


In Part 1 it was desc 
of admissions were by s 
a patient does not come int f 
treatment but comes as à result of an 10- 
tolerable situation between himself and others 
in the community. This mode of admission 
applies equally to the really ill as it does to 


those suffering social problems and inter- 
sonal conflict. I described how, if we 
E approach which avoided acting 
ion with the medical counterpart 


n identificati 3 
pt of mental patient, staff came to 


i terpersonal perception technique de- 


n in A 
A ater in this paper- 
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realize that they were confronted by patients 
who, irrespective of whether they were 
psychotic or not, ‘informally’ admitted or 
not, had a basic attitude in common. This 
attitude was termed the ‘standard patient’. 
The standard patient presents in terms of the 
cultural image of mental illness: he denies 
that he wants anything from us, he usually 
makes no move to leave if offered the oppor- 
tunity, and thus is usually seen as being out 
of touch with reality, and lacking in the 
insight that he is ill and in need of help and 
hospitalization. 

However, I indicated that we had reason 
to suspect that patients knew they were 
mental patients, and that they accepted this 
identity, an identity which carried with it an 
assumption which was thought to be un- 
questionable, that we were obliged to have 
him. Thus the patient need show no commit- 
ment to wanting help. Most admissions con- 
sist of people who appear to have difficulty 
in asking for help. Instead, they seek admission 
by crisis and go to almost any length to 
secure this. Thus they obtain unconditional 
refuge. This implies that patients may be 
active agents in setting a scene high in 
potentiality for a regressive evasion of reality 
and the problems of living. Our study, which 
shows that they have the necessary awareness 
for doing this, is now presented. It is followed 
by a summary of other studies showing that 
there is a group of patients who do exploit 
their hospital situation in a manner seldom 
perceived by staff. 


THE STUDY 


The profile of the standard patient applies 
to all types of admission, but schizophrenics 
are the most likely candidates to lack insight 
into their position. I will therefore use Family 
Relationship Test scorings for schizophrenics 
and their parents to explore the following 
issues: 

1. Do patients lack insight that they are 
Patients? Do they deny that they are ill? 

2(a). How far are patients aware that their 


parents sce them as patients, and of mie 
extent to which they are seen as being ill? 
(b) How far are parents aware of how the 
patient sees them? o 

3. Are parents more aware, or are patients 
more aware, of how they are seen by the 
other? Arising out of this, are patients Dr 
parents more in touch, or out of touch, with 
reality as far as awareness of issues in their 
mutual relationships are concerned ? 

4. How far are parents blind to what the 
patient thinks of them because of seeing the 
patient as ill? 

5. How true is our proposition that P 
cultural image of mental illness places the 


and which he knows he is not seen as pos 
sessing? This question, and the formulation 
of it, is central to assessment of patient 
position and agency by means of the test. 


The patient's position in relation to his 
parents as defined by the Family 
Relationship Test 

The Test. The Family Relationship Test bot 
interpersonal perception technique. The essen 
details are given in Appendix I and Il. — " 

Appendix I shows the score form eus 
series of terms which may be used to —€— 
à person. It contains specific terms which wed C 
family members to express how they um rib 
cultural image of mental illness to des pat 
themselves, and each other, and to predict x the 
each of the others thinks of them (using u$ 
standard list of terms). The ‘viewpoints dia’ 
derived are listed in Appendix II. The Woori 
grams in Appendix II compare the sc qur 
profiles of 17 community-centred and 17 — tef 
centred patients and their parents, pant 
being patients with a chronic hospital weit d 
and the former being patients living at e eit es 
in no danger of this outcome. The profiles sse P 
the degree of ‘illness’ or "wellness" expresion 
each viewpoint. Thus parents expect tb ah b ack 
and see themselves, as being ‘ well” (hig a ie! 
columns), whilst views referring to the die; 
(white columns) are all views attributing m a? 
For details, see Scott & Ashworth i 
Scott et al. (1970). 


an 
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Relationshi — 
Pre si agir in nuclear family are 
diagnosed mentallyi pones member is first 
line is then d A ‘saa officially authorized 
who: iswell Ms n between who is ill and 
interpersonal Bert the difficulty is essentially 
n d pian ie is commonly the case in 
in the rei ss line falsifies the situation 
Paper. The n described in Part 1 of this 
one clei m nearly always present with 
experience in pelled as "ill. Anyone with 
difficult it tl Pis Jp therapy will know how 
each other hen is to get the couple to face 

ie iene on an equal footing. 
has a aon which the diagnosis of illness 
“ i pE a relationships can be 
personal sabe than in ordinary inter- 
especially - "à This is so for schizophrenta, 
daughter wl -—— panem is. @ SOR. OL 
One pecan 10 has been living with parents. 
in terms of i commonly sees the illness 
based, is nim or me’. This may be well 
Mou of our parents have had 
achieved — at the time that the patient 
families ihe iit independence in life. In these 
JE de iii ba dividing the ‘well’ from the 
those E I have often been asked by 
ever ar in family therapy if I have 
Parent th; n anyone who has dared tell à 
treatment as they were as much in need of 
have to tes patient. I never have. Parents 
Patient Fe approached obliquely, using the 
a Párem he fear of the direct approach to 
a genuine Or ven of involving a parent m 
can be relationship issue with the patient, 
ied profound. It feels like "Bee 
Something violation of the cultural mores: 
Everything Aue risking the destruction -i 
One of we a parent stands for in front - 

Eakas children. What I have describ 

tis AE through the treatment Bauer 

a DE, real relationship problems, Of 
SXtent Jik "i damage, always feels to " : 
. Where € a violation of the cultural mores. 
tense . is this experience of violation 5° 
These n itis in the families of schizophrenics: 
F Our amilies seem like sensitive crucibles 
T Culture. 


lola è 
ation of the cultural and parental values 
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in the families of schizophrenics is not th 
prerogative of professional staff. It is ite 
patient himself who has the central position 
in this respect (Scott er al., 1970). 

The two diagrams in Appendix II express 
the central issue around which revolves all 
that I have said about the treatment barrier. 
They give the Relationship Test scoring 
profiles typifying community-centred ani 
hospital-centred patients. Community-centred 
patients spend the majority of their time out 
of hospital and are in no danger of becom- 
ing chronically hospitalized ; Hospital-centred 
patients spend the majority of their time in 
hospital and are very likely to end up being 
chronically hospitalized. The exact criteria 
defining the two groups are given in Appendix 


II. 
Both diagrams show that parents see 
atients to see them 


themselves and expect P 
as being ‘well’, and then there is an abrupt 


drop down to the level of the white columns 
expressing views of the patient - how patients 
see themselves, expect to be seen, and are 
seen by parents. Across the drop we may 
run a line and with some confidence term it 
the ^well-ill" line, an expression of that 
officially authorized line which divides the 
ill from the well, as this is seen by the family. 
We may note that the profiles differ in 
one way only: community-centred patients 
support their parents’ identities, hospital- 
centred patients see their parents below the 
disturbed or ill, 


well-ill line, ie. as being 
and the parents do not expect this. That 
a serious violation of parental expectations 


is involved is shown by the fact that a family 
crisis soon ensues ifa hospital-centred patient 
goes home to the patient is in 
danger of spending the rest of his life in 
hospital, whereas the community-centred 

atient can be ill at home provided he sup- 

orts parental identity. Other work (Scott & 


Montanez. 
e extremely 


his parents; 


the patient's 
agency - 
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Table 1.* Frequency of attributions scored in six viewpoints concerning the M-Pt 


relationship: 10 families, max. score 


10 


(M/Self = mother's view of herself; M/PT = mother's view of patient; M/PT/M = how 


mother expects patient to see her; PT/Self 


= patient's view of self; PT/M = patient's 


view of mother; PT/M/PT — how patient expects mother to see him. Attributions above 
the line are mainly categorized as attributions of "illness", the two below the line are central 


attributes of being ‘well’ parents as opposed to ‘ill’ patients.) 
M/Self M/PT MJPT/M PT/Self PT/M PT/M/PT 
Hospital-centred scoring (N 10 pts, 10 Ms) 
Confused 0 7 2 3 5 6 
Sense of isolation 1 6 0 5 2 4 
Inadequate in outer world 0 5 0 3 | 3 
Emotionally inadequate 1 5 0 3 4 4 
Dependent 1 5 1 5 6 5 
Fearful 0 4 0 4 4 6 
Detached 1 E 0 5 5 7 
Secretive 0 3 0 7 3 7 
Confusing 1 3 1 6 4 4 
Suspicious 1 3 4 7 3 6 
Responsible 8 3 8 4 6 
Mixes well out 9 3 7 3 7 
Community-centred scoring (N 10 pts, 10 Ms) 
Confused 0 4 1 7 2 5 
Inadequate in outer world 0 4 0 2 0 4 
Fearful 1 4 2 1 0 1 
Detached 1 3 1 3 2 4 
Confusing 0 3 1 5 2 6 
Emotionally inadequate 1 2 0 3 0 2 
Suspicious 0 2 4 5 1 4 
Sense of isolation 0 1 0 4 1 2 
Secretive 0 1 1 1 | 4 
Responsible 9 3 6 3 8 4 
Mixes well out 6 3 4 4 9 6 


* These patients were admissions to 


hospitals other than Napsbury. The family was see? 
Our research team once only, at the time of testing. Thus our influence on the family would 


been minimal. 


listed for exploration at the end of the 
introduction can now be examined with the 
aid of test scoring. The two Scoring profiles 
in the technical appendix are based on the 
crude amounts of ‘wellness’ and ‘illness’ 
attributed in a viewpoint and are composed 
of the aggregated Scorings of 17 families in 
each profile. This reveals the general pattern 
but wipes out individual differences. To 


by 
ve 


se 
examine the specific issues we must M" 
individual attributes and also consider a e 
members as individuals. Table | We irf 
main attributes by which the mother’s V^ 
Of the patient differs from her view 5p 
herself, using 10 community-centre" ppe 
10 hospital-centred scoring patterns: thi 
table gives the frequencies with o£ w 
set of attributions were used in the six 
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4 1 


points involvi 

se nr the mother-patient relation 
ü s scorings are i i 

be gs are omitted in orde 
verburden the table. ads 


Evidence 
n mothers see patients in the 
ii age of illness 
dene Row they see themselves, the 
view of the o scored attribution for their 
sored is me is con used, and the lowest 
World Fee: n inadequate in the outer 
attributes $n th einige confused. Of the 47 
(responsible ne test, confused and responsible 
the cultural nos scored)are the most central to 
life: image of illness. Thus we have 
Cultural oe these mothers have the 
view of i of illness at the centre of their 
being "ds puuser they see the patient as 
thus Nel s e to confused by illness, and 
eing Finis to direct his own life, and as 
S ed and detached. 


Specifi 
ecifie ioc 

ific issues for examination 
nsight that they are 


l; ; 
Do patients lack i 
are ill? In 


pati ; 
imu Do they deny that they 
Patiente erms (see diagrams 1n Appendix ID, 
Patients A themselves as being ill and 
See them o about the same extent as parents 
also see q In specific terms (Table 1), they 
Aeir eB Sone’ in similar terms to how 
Tess o hers see them, but patients lay more 
Oey oe EE implying activity on their 
YD parts in their isolation from others ~ 


*Cror; 

tive. c | "de 

( e, confusing, suspicious. 
a) How far are patients 2 


N a B 
ime patients by their parent à 
they are very well aware of how their 


üre i 
ol, T See them (Appendix Il diagram, 
May p Pt/Par/Pt). Regarding confused, we 

atients see them- 


igy, te (Table 1) that P 
ithe er differently 
in TS see them, but they are V* uos 
ise expectations of how their mother 
them in this respect 
How far are parents aware of ho s 
sees them? The profiles in ^ pP 
Patien that the parents of hospit 
Steg ^. are quite adrift 
em, whereas the parents ofe 


ware of being 


centred patients are more or less correct. Thi 
is probably due in part to communit -cent ed 
patients tuning in to how they ie ved 
their parents want to be seen. oe 
3. Are the parents or patients more in 
touch, or more out of touch, with reality as 
far as awareness of issues in their mutual 
relationships are concerned ? Analyses 2a and 
b providea general indication that patients are 
more aware of how they are seen by their 
arents than vice versa. But awareness belongs 
toan individual; hence to compare parents and 
atients we must use individuals and individual 


P 
terms, i.e. how far does a particular patient 
perceive that his parent scores specific 


attributes about him? 
Correlations suggested that how parents 


expected to be seen was determined almost 
entirely by how they saw themselves and not 
by how patients saw them; whereas how 
patients expect to be seen was determined by 
how parents saw them as well as by how 
patients saw themselves. A role-image analy- 
sis* confirmed this: terms which parents 
(correctly oF incorrectly) expected were 
almost entirely contained within the role 
image of how parents saw themselves, i.e. 
they did not show awareness of terms which 
the patient saw in them which were not 
contained in their own self-image; whereas 


for patients, about a quarter of the terms 
correctly expected were not contained in their 
self-image. That is to say the patients in both 
groups Were more able to stand aside from 


themselves and to perceive correctly bits of 
their parents’ views of them than their parents 
were able to stand aside from themselves to 

erceive what patients thought of them (the 


arents). 
Conclusion. 
be overestim 
incorrect. &XP 


The above findings should not 
ated. Patients had a lot of 
ectations, but amongst these 


* Role image: for a group of patients and 
arents the average frequency of scoring of 
attributions in any one viewpoint 1S calculated, 

d the role image is made up by terms scored 
an ency of the nearest whole number 


ath a freq" 
with or more. 


he averas® 
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Table 2. Controlling: frequency of scoring in viewpoints 


Par/Self Par/Pt Par/Pt/Par _—— Pt/Self Pt/Par Pt/Par/Pt 
ital-centred 
ar 3 0 4 6 6 | 
Fathers 6 I 7 6 5 3 
Community-centred , 
Mothers 2 2 4 l 6 2 
Fathers 5 1 4 1 7 2 


Data are for the samt. series of 10 hospital-centred 


as in Table 1. Maximr.m score = 10, 


were some very well perceived expectations. 
Parents on the whole were not capable of 
this. Thus we may conclude that patients 
showed an indication of being more aware of 
issues in their mutual relationships than were 
their parents- that patients were more in 
touch with reality in this respect. These 
findings have been confirmed in 
of other cases. 

4. There is good evidence that parents fail 
to perceive what the patient thinks of them 
because the cultural image of mental illness 
blinds them. This is very clear in the cases 
of the parents of hospital-centred patients. 
A glance at Table | will show how the 
mothers are blind to the point of impervious- 
ness about the negative terms the patients 
saw in them. Anything threatening is seen 
by the mothers as ‘illness’ in the patient and 
So is not applicable to how their child sees 
them. 

5. The central theme of both parts of this 
paper is that the cultural image of mental 
illness places the patient in a position to 
exploit an awareness which, by reason of the 
image, he is not seen as possessing. That 
patients are aware of the Possibilities of this 
position is indicated by the test term which 
implies agency, or power over others, more 
than the others — controlling. 

The pattern shown in Table 2 is remarkabl 
consistent for mothers and fathers 
across the table. Parents, especially fathers, 
see themselves as controlling, and they 
correctly expect to be seen thus by patients. 
Very few parents see patients as controlling, 


a number 


right 


^ i - arents 
and 10 community-centred patients and paren 


and the patients know this, but six out of 
the 10 hospital-centred patients see them 
selves as controlling. The scoring implies that 
hospital-centred patients have an awareness 
of their potentiality for controlling others 
which they are not seen as possessing, e 
which they know they are not seen as ag 
ing. We may add our own impression ie 
patients usually control the family Lis 
in hospital or at home, but the parents * t 
not realize this because they see the pats 
as ‘ill’. Likewise hospital staff usually 
completely to realize the extent to which : 
patient exerts active control. Community” 
centred patients do not admit this in e: 
scoring; it is surprising that hospital-cent" a 
patients are prepared to score what : in 
difficult ever to get from them explicitly ; 
words, But, in general, patients as po^ 
many parents find it easier to reveal theme 
in scoring rather than in words. ! 
The test finding concerning parent's E 
awareness of the patient's attitude I adi 
View of his parent, is one of the most P ave 
features of the Scoring patterns We a 
examined. This unawareness need not n it 
expression of parental imperviousnes sgl 
could be an expression of the general A to 
denial of the capacity of mental Lu ich 
have adopted agency and intention. "undly 
as I showed in Part |, has pr piu 
influenced the views of professional olt 
* Whether, or not, imperviousness is Nit o 
may be assessed by exploring the sens orso” 
a parent to the feelings and attitudes © 
Other than the patient. 
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The use whic : 

Ing, though o een the subject of a grow- 
developing du ic niga 2 body of work 
thet ened —: the 1960s. This work shows 
developed M pice usually possess a well 
intention. 8 s degree of agency and 
usually directed that these capacities are 
Tegarded as ads towards ends which are 
to maintain desirable, ie. patients wanting 
hospital m their positions as patients in 
of this as home). I will summarize some 


Sun " 
-— x THE LITERATURE ON PATIENTS" 
pe AND MOTIVATION 
mental d TR work concerns patients in 
Televant ee most of the findings are 
Showed haces less extreme cases. In Part 1 
Operative in y the treatment barrier could be 
and for ou venous areas both for in-patients 
OF case oig incipit in both types 
harness th T central issue for therapy is to 
Ment. S patient's motivation and commit- 
Gor ; 
vara. Groth (1967). They divided 60 
i © by facie ees equal groups: 'stayers^ those 
9 stay in is attitudes were rated as wanting 
their s eu and ‘goers’, those who 
Ospita], T ements seemed eager tO leave 
“ing Oso is twa groups were compared 
“Ncepts dee s Semantic Differential for 
stig tun the evaluation of home 
aff, disci i neighbours at home. hospital 
he pline, control, etc. 
attitudes PS differed little regar 
entes the hospital. The mo i 
h Aluate i ton was obtained for how patients 
9 d their relatives and neighbours at 
; 


me 
Sonn: 
eer aim to the hospital. The *stayers 
home as: unpleasant, bad, cruel, 
neighbours 


ETs a 
as bad and cowardly, and 
s conclude 


ding patients' 
st significant 


fath 


t ` 
ipae uai ame i 
= isishi Tot symptomatolo£ 
When Sftuns with others in the cO 
agp er as the authors o not say 
“ally w he patients in the two groups 
ent or stayed. However, the findings 


y but poor 
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ire M fir pecie B 
Family Relationshi rary F capui a 
see their pa piel ges who stay 

parents as disturbed or ill (Scott 
et al., 1970). 

Braginski et al. (1966). Two groups similar 
to those of the last study were employed, 
*old timers’ and ‘short timers’. The hypo- 
thesis was that the patients in the two groups 
would tend to maximize the outcomes which 
it was inferred they desired by intentionally 
creating an impression likely to secure this 
outcome. They used 30 MMPI items on the 
Social Desirability scale, and gave the same 
set of terms to experimental and control 
groups on two occasions which differed 
according to the oral instructions given: one 
occasion the terms were introduced as being 
‘to find out how ill you are’, and on the 
other ‘to find out how much insight you have’. 
Scores of the two groups differed according 
to whether the oral instructions pointed to 
illness OF wellness; the ‘old timers’ stressed 
ill and undesirable traits whilst the other 
d conversely to the instructions 


group reacte 

resenting à much more socially desirable 
icture of themselves. 

The authors concluded that mental patients 
not helpless people unable to determine 


are 
e, but 


their ow? fat 
motivated and are 


that patients" strategies ari 
erminants of the outcome of hos- 


owerful det t n h 
italization ipulating the hospital milieu. 
‘impression management’. 


The strategy is 
al. (1968). This is a similar 
t and it confirmed the findings. 
ere especially distinguished 
two variables: ‘Sick 
t they were much 
f others, and they 
Family Discord 

^ thus 
, and also our 


resenters 
more under 
scored much 


sup orting GO jrotl 
own finding that a patient $ relation with 
| was more important 


others outside 0: : 
than with patients or staff in hospital. 
s concluded th 
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of a sick incompetent impression on others 
asanintermediate goal. . .ishighly motivated’, 
and 'patients are adept at managing their 
impressions on others". 

In our experience the power of the role 
(which has become an identity) of mental 
patient is tremendous. It is a power which 
patients freely use: many times our patients 
have presented themselves at a police station, 
‘Tm from Napsbury’. They want a free ride 
back. Or sometimes it is a demonstration of 
power on the eve of being discharged. I might 
tell the police officer, ‘It is very kind of you 
to offer transport, but I think it would be 
better to let him increase his self-reliance by 
finding his own way back.’ The chances are 
that the patient still arrives by police car, or 
else the patient may then phone a relative 
who gets on to me and accuses me of negli- 
gence and cruelty. It is practically impossible 
to let a patient be responsible, and they know 
it. 

The power of the role image is thought- 
stopping..One of the most effective illness 
presenting moves is for a patient to express 
a delusion or a hallucination to a psychiatrist. 
Normally this stops any thoughts the 
psychiatrist might have regarding the patient's 
motivation; instead the delusion or halluci- 
nation is seen as resulting from some auto- 
nomous process. One may still hear a 
psychiatrist diffidently asking a patient about 
‘voices’, and getting him to ‘admit’ to 
hallucinations, and then fail to draw any 
conclusions from the readiness with which 
a patient may speak of his voices or delusions. 
Two papers describe how patients may 
simulate symptoms of a previously psychotic 
state: Sadow & Suslick (1961) and Ritson & 
Forrest (1970). Forrest told of how an 
audience at one of our foremost psychiatric 
hospitals responded to his description of how 

patients could simulate psychotic symptoms; 
‘I was received with utter incredulity’, he 
said. 

This expeditious use of psychotic symptoms 

is conscious and intentional. But motivation 
with varying degrees of awareness belongs to 
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genuine psychotic symptoms too. We may 
find a patient working himself up towards 
being hallucinated by acting in accordance 
with a parent's fear of insanity in order to 
punish that parent (Scott & Ashworth, 1969, 
p- 30). In the following case the patient was 
probably not aware of her motivation. 


On admission she accused the staff of intending 
to murder her mother. Her doctor said to hers 
“Perhaps you have done something bad.” Ene 
girl responded: ‘I have been bad, I have lett my 
mother’; she then shouted: ' You are the devil. 
The doctor said that he did not care for iet 
approach and walked off. Two davs later E 
came out of the psychosis. It became clear tht 
the father was trying to bind his daughter t° 
stay at home and to be involved with an invalic 
wife, and that he was doing everything in his 
power to make the doctor the "expert sitio 
pronounced his daughter mad. It was out of loy 
to her family that she had called her doctor . 
devil’, that is when he refused to respond in the 
proper manner as the ‘expert’ in delusions. 


ally 
“the 


I will conclude by setting the findings | per 
detailed of the patient as an unrecogniZ 
agent, against conventional models of ment? 
illness. 


MODELS OF MENTAL ILLNESS AND 
THE CULTURAL IMAGE 


Our survey of the sick role in Part l : 
this paper showed that it was important ' 
distinguish the sick role from the sickness» be 
well as from the person suffering from p 
Sickness. In our culture the condition for l 
sick role is that the person has been dip 
by an internal disease process for which 
is not responsible. In physical illness ce 
internal disease process is likely to be p 
by others, and also experienced by t 
patient, as being somewhat peripheral gn 
person suffering it, though it is true 
serious or dreaded physical diseases 
greatly affect a person’s sense of his ner? 
identity, as well as how he is seen E ns? 
In the case of mental illness a person 5 e ip 
of identity is also seriously affected. Pontal 
a very different way, In most cases of ” 


— —  — e 
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illness ere j 

proces there is no evidence of a disease 
js Ss other than what 
TOm what 
illness is not 
Thus 
the il 


may be inferred 
pe and The 
distinguished from the person. 


a person says does. 
Mieres who is not responsible for 
Person who is not r becomes seen às a 
übup conn ot responsible. The sick-role 
identity m identity, an 
i ee 
illness has s our cultural image of mental 
and Views Eyes: influenced most theories 
Patients, The pienen, illness and mental 
Victim of MID is seen as being the 
and which ; ces over which he has no control 
: affect 
Sing a hel 


sullers 


becomes an 


i his identity, i.e. he is seen as 
ple — és : 
pless person who cannot determine 


IS o , 
wn fate Th; 
Mental Mii This conventional view of a 
atie is c y 
heories nt is common to views, Or 


> Of mental i i ed 
May apne, mental illness which superticially 
. Te ar as being opposites: 
Medic, . š 
55 the vicc edical model. The patient is seen 
ik imiofani 
disease pr m of an internal and autonomous 
Ocess which to a greater or lesser 


ext 
Cnt hac: 

Nas impaire " x ; pes 
UNction paired his rationality and ability 


* The 
ociological model. The patient 1S 


en as » 
ospita ens the victim of society. Often the 
i dus as agent. Goffman is most 
^ e (1958, 1959, 1961). He secs the 
ipa not so much as a person who 
hrou P ineffective in his own right, Or 
his own condition, but as being 
or. instituti by the massive power of the 
Th Sviance p» to which society, intolerant 
Gane is ai, Nas compelled his admission. 
ie Nan hii, a mitigated version of the 
nag g ee in which the hospital i5 
ill, ere *nign place to which a patient, 
T5 clings. and inadequate by his 
NE : 

lle, family model. In family studies P^ 
Ving ily ommonly seen as the victim o 
bilig? may and his agency in becoming 9 
y. "d be muted to the point of invisi- 
ng & Esterson (1964) are repre- 


Se 
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sentative of this aspect of the conventional 
view of a patient. The disease is no longer 
seen as being inside the patient but has been 
placed outside him, The family is the disease 
and the patient the helpless and innocent 
victim. 

In model 2, and to some extent 3, the 
person has been identified with the sick role 
and causality is then attributed to the sick 
Szasz (1961, 1967) has seen this and, as 
a result, has described mental illness as à 
‘myth’. But Szasz himself fails both to make 
1 istinction between the 
o that his work seems 


role. 


and to consider the d 
sick role and illness, 5 
unreal and unconvincing. 
My presentation has been from a stand- 
point placed midway between the inter- 
personal and the sociological. For years I have 
been working on the intimate details of the 
family relationships of our patients, and have 
been impressed with the way in which their 
conceptions of mental illness formed the 
main barrier to the treatment of the severe 
disturbance and psychopathology which was 
frequently present. More recently 1 have 
emerged out of the family hinterland into the 
light of day, and seen how many abnormalities 
in family relationships are based on the 
cultural image of mental illness. It then 
becomes clear that the image of mental 
illness prevailing in our culture itself formed 
a barrier to treatment; more im some cases 
than in others. The issue was then taken up 
by my hospital team. In Part 1 T described 
c derstanding of the way in which 
y members and profes- 


at . 
d the image had considerably 


sional staff use 
altered the trea 


Part 2 I have given 
position, showing how the. 


obscured awareness ofa ) 
motivation, in a Way which seemed desig a 
to enable patients to continue as patients a 


for the community to promote this and bear 


the expense for doing 50- 


MPS 46 
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APPENDIX I 


The Family Relationship Test 


The mother, father, and patient, are asked 
to use the set of terms listed below to describe: 
How they see themselves 


These are 
How they see each other 
termed 
How they expect each of Niewnpinit 
the others to see them FEW POMS: 


Your view of. 


Below is a list of descriptive terms. Tick 
off those you think apply. 


N Demanding S Secure 
Popular I Left out 

N Anxious N Confusing 
Respectful | Confused 

N Sensitive S Generous 
Devoted to family N Dependent 

S Understanding ^ S Self-confident 


S  Sociable at home 


N Obstinate . 
S Responsible I Sense of isolation 
N Emotional S Mixes well out 
N Quick-tempered S Careful with money 
S Reasonable I Self-doubting 
I Emotionally I Misjudging — 
inadequate N Helpless somet i 
S Considerate S Open to correct 
N Timid N Easily led 
I Inadequate in out- S Tolerant 
side world S Easy to talk to 
S Strong-willed N Jealous ol bY 
Controlling N Fear of contr 
S  Affectionate others 
I Detached N Nervous 
N Uneasy with I Secretive 
strangers I Fearful ; 
N Submissive ] Suspicious 


barrier. | 


| 
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APPENDIX I (cont.) 


Classificati 
EE by and large families of 
mee pees use: I terms to attribute ill- 
, S terms to attribute ‘wellness’ (S for 


strong), N terms to attribute nervousness not 
amounting to illness. The classification is not 
given on the actual score form. 


APPENDIX Il 


The : i 
pisse following viewpoints are used in the 
esent context: 


Viewpoints Abbreviations 


How par 
al parents see themselves Par/Self 
Ho V patient sees himself Pt/Self 

W parents 
lis, parents see the patient Par/Pt 
Haw patient sees his parents Pt/Par 

parents expect patie 

: ) atientto Par/Pt/Par 
e them (eu 
low pati 

V patient expects his Pt/Par/Pt 


parents to see him 
The 
attributed i amount of ‘ wellness? or “illness 
ed in a viewpoint is measured by 
No. of S attributes 
| ~ No. of I attributes 
red i , " . "^ 
Tatio _ that viewpoint. This 1s termed S/I 
he higher the ‘weller’. Using the S/I 


T Community-centred 
=f Par, Pt Par 


WELL 


S I ratio 


es 
kz 


ratios of the six viewpoints listed above, the 
diagram shows typical community-centred 
and hospital-centred scoring profiles. The 
figures in the diagram represent the aggregated 
community-centred patients 


scorings of 17 
17 hospital-centred 


and their parents, and 
atients and their parents. 
WIL = WELL-ILL LINE 

below the line are 


(Above the line 
are ‘well’ views; s? 
views). 
Community-centred patients are defined as 
spending < 70 per cent of the two years 
after first. admission in hospital. They are 


unlikely to become chronically hos- 


very 

pitalized. Hospital-centred patients spend 
> 70 per cent of the two years after first 
admission in hospital. They are very likely 


to become chronically hospitalized. 


Hospital-centred 


WELL 


12 


Par Pt Par 


S I rato 


— 


n 
b 
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Psychiatric diagnosis as a pseudo-specialist language 


By JOYCE AGNEW* 


mao system in use in psychiatry is 
physical acd a analogue of diagnosis In 
incdunt es icine. Thereby, it is proffered as a 
^ nde o -a construct subsystem. 
wei sale " language may be regarded as a 
ferm wis and publicly agreed network of 
Klaas fra — € by lay language with 
field a ee for work in a professional 
stability ar of structure, independence, 
mate. anc interjudge agreement to be 
losers a: a specialist language. is well 
liie, in ur fields such as civil engineering. 
Mi Lai rmacy, meteorology, banking, marine 
a tion and so forth. 
fine a that psychiatric diagnostic systems 
nén structured to be looked on as 
quently or specialist languages has been fre- 
itch ce a an experimentally investi- 
Viewed "e eee and Sharma (1970) have 
Politica] pe soda diagnosis as a socio- 
Shown of ee cag nde has frequently been 
terms of po interjudge agreement 1n 
Patice ecisions made about particular 
nts (Foulds, 1955; Kreitman, 1961); and 
iji, ipsam: have shown the degree to 
CEPS er agna factors appear to affect 
SNostic judgements (Arnhoff, 1954). 


" EVALUATING DIAGNOSTIC SYSTEMS 

one to date seem not to have tested the 
i ic quality of the diagnostic system in use 

Sweet in the following four respects: 
Judge raditional studies have checked inter- 
betwe agreement only in terms of agreement 
Par €n psychiatrists as to the applicability of 
ticular label to a particular patient. They 


* 
Princo: : 
Cup, "'icipal Psychologist, Stratheden Hospital, 
p: Fife, " 
in e External Scientific Staff, Bexley 
al, Dartford Heath, Bexley, Kent. 


AND D. BANNISTER} 


have not checked whether psychiatrists are 
agreed as to the meaning ofthe particular label. 
In construct theory terms, they have checked 
agreement about elements but not agreement 
about the relationship between constructs, and 
clearly such a check is necessary. We may all 
concur that Bloggs is a good or a depressed man 
without necessarily concurringabout what con- 
stitutes goodness or depression. There is evi- 
dence of a possible failure of agreement on the 
part of the psychiatrists as to the implications 
of diagnostic labels in Bannister er a/. (1964), 
where it was shown that there was little 
consensus as to what treatments were implied 
by different diagnostic labels. 

(ii) Traditional studies have checked aspects 
of interjudge agreement between individual 
psychiatrists but they have not checked the 
consistency of the individual psychiatrist in 
making diagnostic judgements from one group 
of patients to another and over time. 

(iii) Traditional studies have not provided 
standards of comparison with other language 
subsystems whereby we can estimate the 
relative structural qualities of diagnostic 
psychiatry as a category system. 

(iv) Traditional studies have not checked 
the degree to which the language of diagnostic 
psychiatry is contaminated by (and thereby 
confused with) lay language. 

The present experiment is designed to 
remedy these shortcomings, using a form of 
repertory grid (Kelly, 1955; Bannister & 
Mair, 1968) as the method of investigating 


language structure. 


THE EXPERIMENT 
Subjects 


Eight consultant psychiatrists, drawn from 
two “major psychiatric hospitals, acted as 


subjects. 
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Procedure 


Each psychatrist selected 20 of his own 
patients, choosing those with whom he was 
very familiar and about whom he had confi- 
dence in his judgement. (One of the problems 
ofaconventional interjudge agreement experi- 
ment is that it calls for a number of psychia- 
trists to make judgements about the same 
patient, which means, in practice, that many 
of the psychiatrists are not very familiar with 
the patient.) These 20 patients were randomly 
divided into two groups of ten, which will be 
referred to as group A and group B. 

Each psychiatrist then rank ordered group A 
on eight lay psychological constructs, chosen 
because they are part of everyday language. 
They were as follows: generous, obstinate, 
considerate, reserved, unreliable, likeable, ma- 
ture and submissive. For each patient in 
group B the psychiatrist ranked, in order of 
appropriateness for the patient, eight diag- 
nostic, descriptive labels. This accords with 
clinical practice since psychiatrists naturally 
think of a single patient and then make a 
decision as to which of a number of diagnostic 
labels is most appropriate, rather than rank 
patients under particular diagnostic labels, 
The diagnostic labels were selected because 
they are conventional and Current in British 
Psychiatry. They were: neurotic depression, 
personality disorder, Schizophrenia, anxiety 
State, psychotic depression, hysteria, brain 
damage and obsessional neurosis. 

Approximately one month later each 
Psychiatrist repeated this procedure, this time 
judging group B in lay terms and group A in 
diagnostic terms. 

The procedure was thu 
alternated between 

groups. 

Each psychiatrist had mad 
judgements in grid form, two in lay psycho- 
logical language and two in psychiatric 
diagnostic language. From each Such grid, a 
Matrix of the interrelationships between 


Constructs was derived using a Pearson pro- 
duct-moment correlation. 


S systematically 
languages and patient 


€ four sets of 
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HYPOTHESES AND RESULTS 

Itis argued that diagnostic psychiatry ts ae 
à specialist language. We expect a m 
Specialist language to show greater stability 1 
usage over time and across varving elenisn 
than lay language, we expect greater interjudge 
agreement about the meaning of giis d 
specialist language, we expect a specin 
language to be a relatively independent sub 
system uncontaminated by lay language. Ami 

Specific predictions and results were äs 
follows, 

Interjudge agreement 

(i) The sample of psychiatrists will show m 
higher interjudge agreement in their pattern x 
relationships between diagnostic construc’ 
than they show for lay constructs. ces 

Each psychiatrist contributed two s 
of interrelationships between diagnostic wit 
Structs and there were eight psychiatrists. nee 
matrix of interrelationships between | ae 
structs was rank ordered from the ann 
Positive correlation through zero to 2i 
highest negative correlation, and this yen 
Ordering was compared with the rank E 0 
for every other matrix, making a total of ho 
Spearman rho comparisons. The average fat 
for diagnostic matrices was 4- 0-261. A S eli 
set of 120 Comparisons was made for the vas 
construct matrices and the average rho ` 
-- 0:396, i 

It must be stressed again that what ! jen 
estimated here is not the interjudge apre ani 
as to the categories to be applied by jid 
Psychiatrists to the same patient since ae is 
are different for each psychiatrist, .riudge 
being estimated is the degree of pnis 
agreement about the meaning, in ter" cate? 
relationship to each other, of diagnos eing 
gories. However, meaning, in turn, b rather 
measured by noting an aspect of usag cani 
than by mere verbal inquiry as to z is. | 
Comparing grid matrices in this p^ of 
effect, a measure of the ielative comm?” 
factorial similarity between the `C sych! 
personality theories’ of the quA P ctoria 
trists as compared with the degree 0^7 


s being 
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similarity be 
The sd € their “diagnostic theories’. 
low. are hát interjudge agreement, though 
clearly stig = aly statistically significant and 
interjudec iere hy pothesis that the level or 
as high as hs cement for the lay constructs is 
E that for diagnostic constructs. 


(i) For Brus over time 
Stability Mena masima psychiatrist the 
structs over rs ‘nelatianslaps between con- 
Patients will m and across two groups of 
Structs than e no greater for diagnostic con- 
Psychiatrists It = for lay constructs. Each 
ay ia lita of interrelationships for 
Ighest positi n rank ordered from the 
Degative for ren through zero to the highest 
of aliea $ Ye first occasion and first group 
Using Spiess and this rank order correlated, 
Order in nap rho, with the equivalent rank 
Broup of i. ha second occasion and second 
Carried en An equivalent analysis Was 
Hie: erir or the diagnostic matrices. 

Construin age level of consistency for lay 

orrelation of 


+0-40 g was reflected in a € 


and for di: Š 
“lation of for diagnostic construing in 
nof 40-41. £ 
Carly g 
y, there is S ; 
“gree of ea is no significant diff 
Gosteg ility as between diagnostic and 
à; Struing m 
An g 


a cor- 
erence in 
the level of 


is that it 
andards. 


va lity eps a feature of 
Š a for the lay constructs 
Bannister c low by normative st 
2 order Mair (1968) reported reliabilities 
el. relations TT for the pattern of con- 
ang ons Hepa e between grids where the 
Mon ih otis People known to the construer 

y structs were in the form of com 
It may be 
ewing 
have 


tha, X use 

a ed 

thee € ps 3 adrian verbal labels. 
Se ychiatrists, accustomed to vi 

patients’. 


be piri 
e ar 

Co Ucular people as 
ent in trying to 


Vi Ne 

e confus 

W the; fused and inconsist 
M às people 


= cepa 
win ^s diagnostic relationships 
r the s agp 
üt bau he sample of psgohistrists there 
e. * signifi PS) > 
Me, ° ificant level of intercorrelation 
hip in 


„n ` Perat 
an; ation: sah 
hin Onal definition of relations 


etweenl: x 2 
eenlayanddiagn ostic constructs. 


Table 1. Construct pairings 
(Relationships shown as average 
"5 
Spearman rho) 


Psychiatrist Lay-lay Diag-diag.  Lay-di 
J g-diug. ay-diag. 


1 0:40 0:3 sg 

2 0-49 on: B 
3 0:55 0:37 026 
4 0:66 0:36 0:48 
3 0:37 0:37 0:35 
6 0:50 0:27 0-27 
7 0:34 0:30 0:25 
8 0:49 0-48 0-48 

Average 0-48 0:34 0:34 


Each psychiatrist had made judgements in 
grid form using both lay and diagnostic con- 
structs on each of two groups. A and B. Using 
the group A data only, a combined lay-diag- 
nostic grid was analysed for each psychiatrist 
ationships between lay con- 
structs, between diagnostic constructs and be- 
tween lay and diagnostic constructs. The 
average level of intercorrelation (regardless of 
sign) was worked out separately for each 
psychiatrist and each type of construct pairing 


and is shown in Table 1. 
tionships between à very high 


are summarized in 
all are highly significant. 
supported in that highly 
significant relationships exist between lay and 
diagnostic constructs for all the psychiatrists 
and the level of relationship diagnostic-lay is 
as great as that for diagnostic-diagnostic. 


showing the rel 


Since the rela 
number of judgements 
these correlations, 


The hypothesis is 


The pattern of interrelationships 
between terms 
atter of interest, the separate matrices 
psychiatrist were averaged. This 
f the interrelationships be- 


hown in Table 2. 
— the idio- 


rist have 
the final 
much 


Asam 
for each 
general picture O 


tructs is $ 


tween cons 
‘dilute’ matrix 


Clearly this is 2 
syncrasies of the individual psychiat 
had cancelling-out effects so that 
average level of intercorrelation is 
weaker than the level shown by each psychia- 
trist separately. For example. in Table 2 the 
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Obsessional neurosis ~ 
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Personality disorder © 
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Reserved o o 
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A Do 
Considerate 6 5 
| 

Obstinate 


1 svchiü | lag j. p. -5 g [4 
` Iatric us y Y iali. 
i diagnosis asa seudo specialist language 


relati à 
Fes br socie to Mena 
sion" is CE category “psychotic depres- 
à great deal ee but this is the result of 
Wh gf A Ganeelling out. The observed 
Occasions) fo Mee (first and second 
fsllows: by 1 ne eight psychiatrists are as 
and 4-0.] 7 and 0, 40:3 and —0:5, —0:2 
ar and bi and 40-1, —0:2 and 077, 
=O —0-4, +0-8 and +03, —0:3 and 
Neve 
(jon degree of patterning is 
Suggests that matrix, Visual inspection 
lending to ein h Hn diagnostic constructs are 
lional pes €: overall in terms of the tradi- 
constructs s “psychotic division. The lay 
MM fe ag align along a good-bad 
Submissive e y Bue exception of reserved and 
Notations iie have mixed evaluative con- 
and lay Moi relations between diagnostic 
y savine E sem be broadly summarized 
vats hare anxiety state and obsessional 
Schizophrenia morally good implications, 
ihn ia and brain damage have ‘bad’ 
Plications. Y 


This e . CONCLUSION 
tively leis was conducted on a rela- 
Use of grid bir and because of the novel 
9 analogo echnique in this context there are 
everthel us experiments to substantiate it. 
ss, it should be borne in mind that 
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the onus is more properly on the users of a 
specialist language to prove its semantic 
validity than on its critics to disprove it. 
Certainly, the experiment suggests an 
answer to the last-line defence of users of the 
traditional diagnostic system in psychiatry 
who tend to argue that they must have some 
izing patients and what alter- 
native is there. The answer would seem to be 
that everyday lay language would offer at 
as structured, as reliable and as public a 
r describing human behaviour 


way of categor 


least 
set of terms fo 
and psychological characteristics. 


SUMMARY 
Eight consultant psychiatrists completed grids 
using their patients as elements and both formal 
diagnostic categories and lay descriptive terms as 
constructs. Results indicate that the psychiatrists 
are no more stable and have no greater interjudge 
agreement in using diagnostic terms than they 
achieve with everyday language. Additionally, the 
two languages appear to ‘mix’. It is concluded 
that psychiatric nosology is not a true specialist 
language. 
ACKNOWLEDGEMENTS 
author gratefully acknowledges the 
support of the Medical Research Council and 
both authors are indebted to the psychiatrists who 


took part in the project. 


The second 


955). The Psychology of Personal 
Js. 1-2. New York: Norton. 
KREITMAN, N. (1961). The reliability of psychiatric 
diagnosis. J. ment. Sci. 107, 876-886. 
SHARMA, S. L- (1970). A historical background of 


the development of nosology in psychiatry and 
psychology 


Am. Psychol. 25, 248-253. 
szasz, T. S (19: 


n of Mental Illness. 
London: Secker & Warburg. 


KeLLY, G. À- a 
Constructs, VO 


62). The Myth 


Br. J. me 

= «med. Psychol. (1973), 46, 75 
r " * » á mn 
Inted in Great Britain 


Social atti 
ttitudes and treatment orientation among psychiatrists 


By D. J. PALLIS* anp B. E. STOFFELMAYRT 


The fie s 

rently tee treatment is cur- 
Number of met! cus hia eons ol A 
Sometimes mim based upon different and 
Well known, n ka gi Although, as is 
erences eal. uolo tend to show pre- 
agreement specific treatments, in general no 

treatment 


Orient Xists as to which 


SY oi Aug most promising or scientilic- 
Psychiatrists ie tempting to assume that the 
after he st gr A is finally crystallized 
Indeed som sence his training, and there is 
Man, eet basis hi support this (Kreit- 
OWever. is urtz & Kaplan, 1968). Training, 
treatment : not the only factor which affects 
tone o; Res as was shown recently 
Psychiatrists Me the treatment orientation 
OSteraduate s even at the time of entry to 
e Eripe en atone is strikingly similar to 
US an inqui; " their chosen training centre. 
less likely a iry into other variables which are 
and which p be affected by the training per se 
ent S dy conceivably relate to treat- 
ttempts E would be of interest. 
‘atric treat o discriminate the main psy- 
of de se ce orientations by means of 
a à s initially suggested the existence 
E nif lagen versus an ‘organic’ 
rej wn (Hollingshead & Redlich, 1958: 
(etica ^ 962). The more recent studies in 
ai e& Checa et al., 1964) and Britain 
x email, 1969) have postulated three 


ai 
tre, Prlentati ` l ; 
= ig nA (i) a preference for physical 
* methods or somatotherapeutic 
i, MARC 


Hospital, 


!O9Ussex: ini 
deg, ON: formerly at the Ross Clinic, 


v sa 
Srsic “Clurer in 
Wey Me Ji Mental Health, Aberdeen Uni- 
` Mica] Buildings, Foresterhill, Aber- 


orientation, (ii) a preference for group or 
milieu therapies or sociotherapeutic orienta- 
tion, and (iii) a preference for individual 
psychotherapy or psychotherapeutic orienta- 
tion. Treatment attitudes were also found to 
relate to some personality measures: traits 
such as ‘emotional instability’, ‘neuroticism’, 
"tender-mindedness "," expediency "and 'think- 
ing introversion' have been associated with a 
* psychological" rather than an ‘organic’ 
orientation, the former attitude also being 
ated with length of psychiatric 


positively correl 
1969; Kreitman, 


training (Caine & Smail, 
1962; Walton, 1966). 

The importance of social attitudes and their 
relationship to treatment orientation have not 
been adequately investigated so far: in parti- 
cular, there are hardly any studies on British 
psychiatrists. This omission is somewhat sur- 

rising, as in recent years à number of writers 
(Hanley, 1966; London, 1969; Sullivan, 1971; 
Wilder, 1969) have stressed the importance of 
the psychiatrist's attitudes and values and their 
impact on the therapeutic process. Further- 
more, previous studies of treatment attitudes 
have grouped indiscriminately National Health 
Service psychiatrists with privately practising 
ones and psychoanalysts (Kreitman, 1962; 
Mowbray & Timbury, 1966): as differences in 
treatment orientation, however, may be de- 
rived from the varying character of the popu- 
lations treated, it would seem more appro- 

riate to investigate the orientations © 
psychiatrists whose duties are confined to 
hospital practice. . 

The present investigation aimed © to 
examine whether or not there is a relationship 
between social attitudes and treatment pre- 
ferences and (ii) 1 compare psychiatrists of 
different backgrounds in their attitudes and 


values. 
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Table 1. /ntercorrelations of social and treatment attitude measures | 
Variables 1 2 3 4 5 6 | 
1. ATQ component 1 = 
2. ATQ component2 —0:1I — 
3. ATQ component 3 0:48** 0-16 — 
4. Conservatism 0:44** — 0:04 0:12 — 
5. Radicalism =—0:59*** 0:16 —0:22 —0:83*** 
6. Tender-mindedness — —0:32* 0-01 —0:19 0:14 0:15 d 
* P «005. ** P « (0I. "9* P 2 Qu. 
METHOD questionnaires, both measuring general —Ó 
i underlying all social attitudes: (a) the Soc 
Subjects Attitudes Inventory developed by Eysenck (1958) 


The population comprised all physicians en- 
gaged in psychiatric duties in one hospital region, 
which includes a University Department of 
Psychiatry, two mental hospitals and a regional 
out-patient centre. University staff are actively 
involved in clinical work with patients and hospital 
staff participate in teaching. From the total 
medical population were excluded those who had 
no previous psychiatric training or experience 
(n = 8) and those of different cultural background 
(two Asians and one African). Thus a potential 
population of 46 psychiatrists were asked to com- 
plete anonymously three attitude questionnaires 
and a personal data sheet recording age, sex, 
nationality, previous medical, psychiatric and 
psychotherapeutic experience and to record which 
of five treatment orientations most closely repre- 
sented their own treatment practices. For those 
in their first year of psychiatric training additional 
information was obtained in respect of their 
certainty in choosing a psychiatric career. 


Measures 

(1) Treatment orientations were assessed by 
means of the Attitudes to Treatment Question- 
naire (ATQ) developed and standardized on a 
British population by Caine & Smail. This yields 
three components which, according to these 
authors, represent three ‘psychologically dis- 
tinct’ treatment attitudes: component | measures 
preference for physical treatment methods (low 
scores indicating a psychological orientation); 
à 2 measures preference for group or 


component 2 5 
milieu therapy, and component measures 


preference for individual psychotherapy. -— 
(2) Social attitudes were assessed by 


which yields scores on two dimensions: radical 
ism-conservatism and tough-mindedness tender" 
mindedness; (5) a * Conservatism scale", more 
recently published by Wilson & Patterson (1968) 
which gives only one dimension: conservatism 
low scores indicate radicalism. 


RESULTS 

Personal data - 
The potential population of 46 psychiatris® 
gave a response rate of 91:3 per cent (// = 
Classified by hospital rank, or their equiva 
academic status, the respondents include + 
consultants, 8 senior registrars and ae 
assistants, 10 registrars and 7 semor dt 
officers. There were 33 men and 9 women. xi 
mean age was 36-9 years (median 36 years) : i 
the means for length of experience in Lag 
medicine and psychiatry were 4 yee k 
8:3 years, with respective medians of 2 
7 years. 

Nine of the respondents were 
year of psychiatric training but four r 
that they were uncertain about their pec P 
psychiatry as a career; this M to 
tudes, when appropriate, were cane ho 
those of the other junior ban 
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remained in medicine the minimum period 
required had different attitudes from the rest 
Groups were formed according to length of 
medical experience as follows: group A 
(n = 9) with one year’s training, “group B 
(n = 21) with 2-5 years training or experience 
and group C (n = 8) with medical experience 
of 6 years and over. Although no difference was 
found between the three groups in respect of 
their attitudes to psychiatric treatment, group 
A was shown to differ in respect of radicalism 
when compared to group B or C (F = 3-45; 
d.f. = 2, 35; P < 0:05). When group A was 
compared with groups B and C combined the 
difference was again significant for conserva- 
tism (F = 542; d.f. = 1, 36; P < 0-05) and 
radicalism (F = 6°55; d.f. = 1,36; P < 0-025). 
These results would indicate that the more 
radical physicians choose their psychiatric 
careers earlier than their less radical col- 
it is perhaps of interest that social 
attitude was related to certainty of choice 
of psychiatric career in a study of medical 
students (Sharaf et al., 1968). 

Psychiatric experience. In contrast to à 
previous study (Kreitman, 1962), no difference 
in attitudes was found when the junior 
physicians (senior house officers and regis- 
trars) Were compared with their senior col- 
leagues (senior registrars and consultants). 
Table 2, however, comparing the attitudes of 
the junior physicians alone, shows that those 
undecided on a psychiatric career held the 
more divergent views: they were found to be 
more conservative (P < 001), less radical 
(P < 0025) and favoured physical treatment 
methods, as measured by their component 1 
scores (P. < 0-001). It is noteworthy that those 


oung physicians who had no reservations as 
regards their future psychiatric careers did em 
differ significantly from their more seni 


leagues: 


colleagues in their treatment OT social atti- 
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Table 2. Mean attitude scores and analysis of variance in psychiatric eroups 


by length of psychiatric experience 


Means of groups 


Group A Group B. Group C 


Grand 

Variables (1-5) (n=4) (n= 8) mean 
ATQ component | 39-0 54-5 364 41-4 
ATQ component 2 44:2 43:2 43-7 438 
ATO component 3 36:0 39-0 37-5 37-4 
Conservatism 26:6 ST 23.9 32:6 
Radicalism 10:2 45 10-6 9-0 
Tender-mindedness 10-6 14-0 15-7 13:8 


Table 3. Mean attitude scores for self-reported * eclectics", 


the total sample 


Individual psycho- 
therapy and milieu 


F 
14:433 
0:261 
0:496 
8:009 
5:399 
1:807 


* Eclectic’ therapy groups Total 

group combined sample 

Variables in = 21) (n = 13) (n = 42) 
ATO component 1 4r 5 34.8* 40:2 
ATQ component 2 43-2 43-9 43:1 
ATQ component 3 38-7 35-8 3T5 
Conservatism 33-0 29-4 33-0 
Radicalism 8-9 9:8 8:9 
Tender-mindedness 14:8 16:8 135 

*P«0025. 


that they were; this is comparable to a result 
obtained in a previous study of Scottish 
psychiatrists which showed that 85 per cent of 
the respondents were practising some form of 
psychotherapy (Mowbray & Timbury, 1966). 
In our population, while no difference in atti- 
tudes was found between subjects in respect of 
length of psychotherapeutic practice, those 
psychiatrists who did not practise psycho- 
therapy (7 = 8) were found to be more con- 
servative (F = 4-32; d.f. = 2, 39; P < 0-01) 
and less radical (F= 706: d.f. = 2,39; 
P « 0-01) in their social attitudes as well as 
having high component | scores (F = 9:36; 
d.f. = 2, 39; P < 0:001). 


In order to test the validity of ATQ d 
nents in tapping the three treatment Ore 
tions (ie. organic, sociotherapeutiC 
psychotherapeutic) our subjects were 
indicate which of five orientations be 
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eompiirisens sj h as not included in further 
st ATQ io although very high scores on the 

mponent and conservatism and 


Very | 
OW scores a 
scores on radicalism were noted. An 


analy; i 
ide : between the four remain- 
Men a "x E to show significant F ratios 
| Owever oe 1p abtinde measures. Table 3, 
in ATQ com à Fries significant. differences 
With gro, T nent | when group I is compared 
dr" 9Ups l and III combined (F = 6:33: 


- 1,32. " å 
the la ne P « 0:025); this suggests that 
... >t Component discrimin: es betwee 
Organically I discriminates between 


ated Bieler psychotherapeutieally orient- 
9 not, Mimi while components 2and 3 
“Ween attit 2n no difference was found 
With the ai e scores of groups II and III, 
Dess. S li ips exception of tender-minded- 
Somewhat s psychiatrists (group H) were 
( rapists is. tough-minded than psycho- 
!s Leg. rid I1), but not significantly so 
| P < 0:10). 


The DISCUSSION 

. main fi : n T 
Significant. finding of the present study is the 
tu relationship between social atti- 


Si 

hy Sore En orientation: psychiatrists 
à dica ism , igh on conservatism and low on 
N Ponent also scored high on the ATQ 
geh Com |. The psychiatric orientation ofa 
g Ril e cnt I scorer, according to Caine & 
vin hasis f ), appears to be associated with an 

Ww n physical treatments and with the 


Sh; Mat à ; 
i T Personality and personal relation- 

i relat; "s : ` 
polle elatively insignificant in treatment’, 


bon’ ich P i) holds opposite views. [n our 
the © More i : ATO component | was found 
ist "hiat aluable in differentiating between 
in isim C Soups than either components 
ang ar results were reported by Caine & 

is would support earlier findings 


by K reitman (1962) on theexistence of two main 
orientations: a ‘psychological’ and an ‘or- 
ganic’ one. A ‘sociotherapeutic’ orientation 
would seem to be less well defined, as was also 
shown in studies of American psychiatrists 
(Armor & Klerman, 1968; Strauss ef al., 
1964). 

Unlike the Maudsley psychiatrists studied 
by Kreitman, no diflerence in treatment 
orientation between junior and senior psy- 
chiatrists was found, when subjects ambivalent 
to a psychiatric career were excluded. While 
the effect of training should not be minimized, 
it is likely that attitudes held prior to training 
entry are also important; as was shown else- 
where (Panayotopoulos & Stoffelmayr, 1972), 
psychiatrists who had made a commitment to 
undergo formal training in psychotherapy at 
some stage in their careers were differentiated 
from the rest by their social as well as treatment 
attitudes. The finding that the more radical 
also may tend to stay in general 
he minimum period required 
he importance of 
equent choice of 


psychiatrists 
medicine for t 
gives further support to tH 
social attitudes in the subs 
training. 

Although it would be 
ize from these specific associations between 


social attitudes and treatment orientation, it is 
encouraging that previous studies carried out 
in different settings (Carstairs & Heron, 1957; 
Sharaf & Levinson, 1957) offer some support 
for them. This raises two important issues. 
Firstly, psychiatrists should realize that there 
is an ‘association between the social attitudes 
they hold and the treatment they recommend 
for their patients. Inasystem like the National 
Health Service, where the patient does not 
choose his psychiatrist, this may create 
problems which are rarely discussed. Secondly, 
statements which are frequently made with 
some ideological fervour about the value of 
different treatment methods should perhaps M 
viewed with more caution. It 1$ likely that 1 

treatment orientation is embedded in general 
social attitude. discussion about the advant- 
e various treatments will not be 
| arguments alone. 


premature to general- 


ages of th 
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SUMMARY 


1. A study of social and treatment attitudes 
was made of psychiatrists employed in one 
hospital region by means of the Attitudes to 
Treatment Questionnaire (ATQ), the Social 
Attitudes Inventory and a Conservatism scale. 
The questionnaires were completed anonymously 
but some biographical and training data were 
recorded. 

2. Intercorrelationsofattitude measuresshowed 
a positive association between conservative social 
attitudes and a preference for physical methods in 
treating psychiatric patients; the latter treatment 
attitude had a negative association to tender- 
mindedness. 

3. Length of training, in psychiatry or in other 
branches of medicine, did not relate to treatment 
attitudes, but those subjects who entered psychia- 
tric training immediately after pre-registration 
(i.e. after one year's medical training) had more 
radical social attitudes. When all junior psychia- 
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trists were considered, it was shown that those not 
committed to a psychiatric career differed from 
their colleagues in respect of their social and treat- 
ment attitudes. 

4. Psychiatrists who did not use psychotherapy 
were more conservative and had higher scores en 
physical treatments (ATQ component 1); eclectic 
psychiatrists were also differentiated from those 
favouring psychotherapeutic methods (group or 
individual) by their scores on the same component: 

5. These findings are compared with previous 
studies of psychiatric orientation to treatment and 
their implications for psychiatric hospital practice 
and research are discussed. 
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Patient’ ist’ i 
s, therapist’s and observers’ views of psychotherapy: 


a * E , e H 
Rashomon’ experience or a reasonable consensus? 


By JIM MINTZ, ARTHUR H. AUERBACH, LESTER LUBORSKY 
AND MARILYN JOHNSON* 


In Res 

yet Siemens ctet event is convincingly 
nists, The oo by the three protago- 
bil iere in the audience must recon- 
awareness m oe In so doing he gains an 
a Sense A [e OBI RR of the event and 
have iiem iu meanings. Similarly, we 
Of psychoth ers, u deepen our understanding 
‘lites diffe: sessions by secing them from 
patient, Werner perspectives - those of the 

lie ids PA ind external observers. 
question: Wo E motivated chiefly by the 
a Bien M ¢ these three viewpoints yield 
foam M ora reasonable degree 
Servers misa t in the therapists and ob- 
essional 3 * ANNSHERI to be more pro- 
Sich oe they might agree more 
therapists are p Since the patients and 
acquainted. d directly involved and better 
XPected to | um each other, they might be 
ther th. lave higher agreement with each 
i "sibi with the observers, As another 
"es ter i ee therapy 
Bre e agreed 


Upon. upon and others 


METHOD 
Ou " The sample 
ample c ; 
Ons Bun Consisted of 12 successive 
Chi, P, Pach -— of four psychotherapy 
"ist. The tre treated by a different psy- 
he Orientan e e were psychoanalytic- 
n lence ms PY boiterapy with highly 
x SYChiatric i . he io 
the n of ite - an average ofabout 


atme 
his Worse 
ere conducted in the offices of 


p. 
:; Partment of P: 


S 
Dn m > 
s 20 : 
Yani 7. Pier 


sychiatry, School of Medi- 
Phi sol Bldg. University of 
> Philadelphia, Pa. 19104. 


si "€ ] n 
idency experience. Two of 


private practitioners, and two were demon- 
strations of therapy conducted for the teaching 
of psychiatric residents, who observed through 
a one-way vision screen. 

Two of the patients were adult women 
suffering from neurotic depression. One 
patient, also an adult woman, was diagnosed 
as havinga psychosomatic disorder. The fourth 
patient was a male college student with a 
psychosomatic disorder. 

The 12 sessions which were studied comprise 
the entire therapy for three of the cases. The 
fourth case was longer: the 12 sampled 
sessions were consecutive ones taken from the 


middle of the therapy. 


The three ` views? 

After cach session, the patient and therapist 
independently filled out the Therapy Session 
Report (TSR) (Orlinsky & Howard, 1967), 
consisting of 167 items descriptive of therapy 
and process. Later. two researchers 
the sessions and inde- 
e TSR.* The observers 
how the therapist 


content : 
listened. to tapes of 
pendently filed out th 


ting to QS 
were nol attempting w g aun 
answered each item, bul rather to make ther 


j zor exi e, fi item 
own judgement For example. for the 1 


well he under- 
‘hich asks the : 
wie ers made their 


S. 
therapist how 
the observ 


stood the patient, 1 
s : 
udgement of how well the therapist uem 
stood the patient The observers were E 
; and à psychiatric tec 


research psychiatrist selip 
h six years’ eXpe 7 
4 as shown 5 


zs ; rience in Psy 
nician witl ignificant 
E 


therapy research who ha A rine 
or sement with professiona s 

— 

7 rers saw the sessions 


both observ 


screen; in another case, 


* For one case 


vay vision A s 
through 2 one WAT end the therapy in this 
E: ep observ 7 
> researcher a ‘ere based on 
one rese other observer ratings were as 
anner. nos e sessions. 
Pd ing to tape-recordings of th A 
istening -2 


84 J. MINTZ AND OTHERS 


Table 1. Seven descriptive factors from the Therapy Session Report 


Item 


correlation 
with factor 


1. Helpful involved therapist 
(n = 24; x = 0:85*) 


Therapist was helpful 0:72 
Therapist felt alert 0-60 
Therapist felt involved 0:57 
Therapist felt interested 0:57 
Therapist was in rapport with 0:54 


patient 


2. Patient distress (n — 27; x — 0:88) 


P. felt confident — 0:70 
P. was satisfied with self — 0:68 
P. felt depressed 0:62 
P. felt discouraged 0*61 
P. felt helpless 0-61 
3. Active experiencing patient 
(n = 16; x = 0:75) 
P. focused on real concerns 0:64 
T. felt frustrated — 0:53 
P. took initiative 0-48 
P. associated freely 0:48 
P. was spontaneous 0:47 


4. Patient wants personal response 
(n = 12; a = 0:77) 


P. wanted a personal response 0:54 
P. wanted therapist's opinion 0-50 
P. talked about therapy 0:46 


* n — the number of salient items used in scoring each factor. x — the pooled alpha rel 


coefficient for each factor. 


studies. Both observers were experienced in 


rating psychotherapy from tape recordings. 


The measuring scales 


A preliminary step in the analyses was to 
reduce the 167-item TSR to a relatively small 
number of distinct descriptive scales. For this 
purpose, the TSR was factor-analysed.* The 

* The 48 sessions were each rated by patient, 


therapist and two observers, a total of 192 ratings 
for each variable. Details of the factor analysis 


are available from the senior author. 


Item 


correlation 


with factor 
P. was concerned with his identity 0:46 
P. wanted reassurance 0:40 


5. Affection and sex (n = 9; x = 0:74) 


P. felt affectionate 0:65 
P. felt close 0:58 
P. was concerned with sexual 0:56 
feelings 

P. felt sexually attracted 0:55 
P. was warm and friendly 0-49 

6. Angry assertive patient 
(n = 8; « = 0:46) 

P. concerned with angry feelings 042 
P. talked about childhood —0-41 
P. talked about dreams and — 0-40 
fantasies 

P. concerned with assertiveness 0:39 
P. felt angry 0:35 


7. Concern with religion and self-control 
(n = 6; a = 0:25) 


P. talked about religion 0-48 
P. wanted to control impulses oe 
P. talked about symptoms or “is 
body functions 0:37 
P. was concerned with dependency 32 
P. talked about siblings 9 
iabilitY 


therapist and patient forms of the TSR 


are not 


s M items P 
entirely parallel; each contains some t£. g 


in the other. Since we were intere 3 


sted ! 


the 


comparison across views, we used ing on 


analysis only those 129 items appe?' 

both questionnaire forms. : 
An additional TSR item — a six-po!n 

of the goodness of the session — was: 


: i $ z n 
completed?’ with scale points rang E 


* 5 LI , ate 
very poor’ to ‘perfect’. Although T c fa 


bap A $ h 
‘views’, this item was not included in 


t rating 
wd? 
c jus 


; ; hav 
you feel about the session which YOU "from 


t 


all 
ctof 
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Table 2, C "isi f 
e2, Comparison of factors: Orlinsky & Howard (1970) and the present study 


Orlinsky & Howard factors 


Global experi 5 
experience Factor | (Therapist Effectiveness) 


Patient 
Patient 
Patient 
Patient 
Patient 


analysis, 


sinee it waswsed I: "m 
be corre] it was used later as a criterion to 


ated wi ode pe 
actors) E with the descriptive item clusters 
Scales 24 Ds hundred items were three-point 

> 75 Were four-point scales, the rest were 


fiv 

€- and six " 

most Mun e scales. Table 1 lists the five 
Seven fuc y correlated items for each of the 


Nonss T retained for study. 

, (Active Ex ae Involved Therapist), 

tionang a periencing Patient) and 5 (Affec- 
Sex) had low positive intercorrelations 


k 
13 = 023., 

actors: 3m = 0-31: ry; = 0:36). The other 
ersona[. atient Distress), 4 (Patient Wants 


Nee ras 6 (Angry, Assertive 
ependency) were Concern with Religion 
I * names ne hapa samp ipa m 
“Present ou ich we have given the factors 
9re of the ite interpretation of the common 
actor sc em clusters. 
t item ve bu computed by assigning 
2 9r with = a loading above 0:30 to the 
Star segs, Which it correlated highest. Each 
e e n2 each viewpoint-occasion unit 
ie ; ther of the ratings that judge (i.e. 
n on Reo or observer) gave that 
fies. these — variables for that factor. 
exter r Si aaah on ect of items really go 
intern Which the : he views? To evaluate the 
Point si tönten ia analysis had yielded 
Com," Teliabilit imensions for each view- 
fn .Puteq ò Y coefficients (alpha) were 
Sy, 192 s the total (pooled) sample 
qeq X aec as for each viewpoint 
Def In oy, Pooled coefficients are pie 
Cien able |. afi cients are | 
ler the factor. name. 


yit 4 
viewpoints computed 
Se to the pooled results. 


Te quite respectable for 


atient) 


e Very clo 
ilities we 


global experience Factor 2 (Affective Distress) 
global experience Factor 3 (Hostile Contlict) 
goan experience Factor 4 (Eroticized Intimacy) | 
global experience Factor 7 (Sexual Concerns) J 


ROBE éxor: : v 
global experience Factor 5 (Needy Concern) 


Factors present in study 
Factor 1 (Helpful Involved Therapist) 
Factor 2 (Patient Distress) 
Factor 6 (Angry, Assertive Patient) 


Factor 5 (Affection and Sex) 


Factor 4 (P. Wants Personal Response) 


the first five factors; the last two factors were 
much more poorly defined. The validity of the 
factor structure is given direct support by the 
fact that Orlinsky & Howard (1970) obtained 
a similar factor structure, as shown in Table 2. 

To summarize, the sample of therapy was 
made up of 48 sessions - 12 from each of four 
cases. Each session was rated on a single item 
as to its 'goodness' by patient, therapist and 
two observers — our three views. In addition, 
each of these viewers described the session on 
seven distinct descriptive dimensions drawn 
from the Therapy Session Report - the seven 
factors in Table 1. 

The data analyses were directed at two basic 
questions: (1) To what extent would patient, 
therapist and observers agree with each other, 
both in their evaluations of how good the 
session was and in their descriptions of process 
in the session? (2) Would evaluations of good- 
ness of the session correlate with the seven 
descriptive factors for any or all views: if so, 
would these correlations be consistent across 


viewpoints? 


DATA ANALYSES AND RESULTS 


Interjudge agreement of all ratings 
of all sessions 


were computed witht : 
etween each pair of viewers for 
ss of session and the 
sis of variance 


Correlations vithin each of 
or 
c four cases b 


the fout : 
ratings of 


the 


variable. 1 ™ 
cations. Bee 


86 J. MINTZ AND OTHERS 
Table 3. Agreement matrix,* mean within-case correlations between all view-pairs 
for eight variables 
Row 
Variables P-T P-O, P-O: T-O, T-O, ©, 0, means 
Session evaluation 0:34 0-04 —0:26 0:21 0:24 0:33 013 
Factor 1: Helpful involved T. 036 016 009  Á 037 016 028 024 
Factor 2: P. distress 058 045 059 045 064 O54 054 
Factor 3: Active experiencing P. 0:47 0:45 0:45 0:37 0:59 0:57 0:48 
Factor 4: P. wants personal response 0:33 0:11 0:29 0:24 0:38 0:12 0:25 
Factor 5: Affection and sex 0:55 0:48 0:40 0-65 0:67 0:62 0:57 
Factor 6: Angry assertive P. 066 — 064 ogl 0-68 0-64 0:73 0-70 
Factor 7: Concern with religion and 0:32 0-70 0:48 0:38 0:48 0:46 0:48 
self-control 
Column means 0:46 0:40 0-40 0-44 0:49 0-48 
* Entries are r's corresponding to z's used in computation. 
Table 4. Summary of analysis of variance on pooled agreement matrix 
Source SS, D.F, M.S. F P 
A: Variables 10:11 7 1:44 2-74 < 0-05 
B: View-pairs 0:39 5 0-08 1-00 is 
C: Cases 2-08 3 0-69 6:23 < 0-01 
AxB 3:44 35 0-10 1:13 ns. 
AxC 11:06 21 0:53 4-74 < 0-01 
BxC 1-60 15 0-11 1-00 n.s. 
Error (theoretical) oo 0:11 
z-transformed r's is known, tests on com- ant 


ponents involving replications were possible. * 

Table 3 presents the pooled agreement 
matrix,t Table 4 summarizes the analysis of 
variance, 


* As there were four judges of each session, 
there were six view-pairs. Each correlation was 
based on 12 sessions, and indexed the extent to 
which that view-pair agreed as to the relative 
ordering of those sessions on the variable in 
question. These r's were 2-transformed (Fisher, 
1954), and the transformed values used in the 
analysis of variance. The sampling variance of z 
is given by Fisher as 1/(N— 3). Because the cor- 
relations analysed here were based on 12 sessions, 
the theoretical error variance is 0-111; this value 


was used with d.f. = 7% for tests on terms in- 


volving replications. 
+ Fach correlation is the value of r corres- 


ponding to the mean of the z-transformed r’s for 


the four cases. 


Finding |. Perhaps the most import i 
result is the failure ofany term involving gen 
pairs to approach significance. (Note the ur 
formity of column means in Table 3.) Thus. E 
all variables and within all cases studied. wn 
was no evidence that any view-pair agreed MO 
than any other with regard to descrip Es 
evaluation of the session — even within the ee 
pair consisting of the two observers (over »e 
variables). The external-observer pair agr, 
with each other no better than the across-Y € 
pairs. This uniform level implies that 5 be 
factors which limit agreement are likely A he 
generic to this rating task, or a function ® 
variables used, rather than specifically ong 
to the problem of getting agreement n 
different types of views. -u-—— of 

Mean correlations for the SIX T 0 
viewers (over all variables) ranged y vety 
to 0:49, This mean level of agreement 


tion 0 


Views of psychotherapy 87 
Table 5. M 
5. Mean correlations of 
ean correlations of factor scores with judge's own criterion of good session* 
É g ession 
Factors ati i RAW 
TT TS Patients Therapists Observer 1 Observer 2 Eso P 
. Helpful i T i 
n we sn involved therapist 0:56 0-72 0:73 0-62 
2. Patient distress = p a À 
3. Active — ’ 006  -027  =036 — 0-04 0 uv 
4. Baie . experiencing patient 0:25 0:43 0-46 0:46 : re 
ütient wants personal 0:22 0-11 )-40 ape 
, fesponse 0-40 0:03 020 P < 005 
» Affection and sex 
6. Anery : i S 8h O-14 0:27 0:34 0:3 2 
2. P oo assertive patient 0-20 -0:25 —0:12 Ei nis nce 
irn aique but -037 -019 014 -012 dA ae 
eligion, self-control , — e 
* Entries are r's corresponding to z'5 used in computations. 
Another supposition was that the non- 


Simil: 
iñ D : cain we have found previously 
1968; Mite " t M Vinsiboon & Luborsky, 
Judges iÉÁ€— »i bars Rys 1971). In sum, then, 
external jhe ae ihe annus Hs well as 
other, In eni e ordinary agree with each 
and sane . pir uin sense, participants 
lave q iini. na moderately. well - they 
together, The os COHSCHSUS for all variables 
View-pairs ra level o'agreement among 
ered from » i over all variables, dif- 
*xplanation Fe £D! Case, We have no good 
Cases, or the differences among the four 
Find; 
ind A UNIE the relative amount of 
'8nificant| aes on these variables differed 
“Valuation y from case to case, the single-item 
elpful 1, f the goodness of à session. and 
have A olved Therapist (Factor 1) tended to 
ss ( "Pene d for all cases. Patient 
lent (Fac ip 2) and Angry, Assertive 
= across mA 6) tended to show good agree- 
b Cement i te four cases. The low amount of 
ia © result n evaluation of the session may 
1 “lability of ee from the to-be-expected 
e ies aie single item; however, this 1s 
u B eiour for the multi-item factor. 
Oreanalysin je eem 
Are ‘tiie aie " data we had enterté dn 
thera, ent misht s about how the inter]! ge 
ther Y barticip; turn out. One was that the 
l P minii might agree with each 
they would with the observers. 


ained 


professional observer might agree more with 
the therapists. The results did not bear out 
either of these hunches, although some other 
major consistencies appeared. 


What is a^ good session ‘in psychotherapy? 
ase, the correlations between 


Within each c: 
sion and the seven 


the rating of goodness of ses 
descriptive factors Were calculated for each 
judge. These z-transformed r^s were analysed 
in a factorial analysis of variance (with views 
and variables as factors), treating cases as 
the theoretical error term was 
ests of components involving 
5 and 6 summarize the 
led correlations 


d the goodness- 


replicates: 
again used for t 
replicates. Tables 
and present the poo 
escriptive factors an 
aluation for each judge. 

ffect is highly significant and 
for an estimated 52 per 
cent of the total variance. Helpful Involved 
Therapist had, on the average, higher corre- 
lations with evaluation of the goodness of the 
than any other factor, and this was 
onsistent for all views and all cases 
Experiencing Patient and 


Affection and Sex also correlated with evalua- 
tion of goodness of the session, at significant 


istinctly 10W ls. 
distinctly lov er leve l 
ge ding with regard to Affection and Sex 


be accounted for by the correla- 


analysis 
between d 
of-session ev 

The variables € 
very large. accounting 


session 
highly € 
studied. Active 
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Table 6. Summary of analysis of variance on the 


Source 
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criterion correlation matrix 


S.S. D.F. M.S. F P 
A: Variables 12-15 6 2-02 19-58 < 0-01 
B: Views 0:26 3 0-08 < 1-00 n.s. 
C: Cases 0:84 3 0-28 2:53 fs. 
AxB 2:30 18 0:13 T«L5 n.s. 
AxC 1:86 18 0-10 1:00 n.s. 
BxC 1-78 9 0:20 1:78 n.s. 
AxBxC 6:02 54 0:11 < 1:00 n.s. 
Error (theoretical) o0 0:11 


tion of this factor with Helpful Involved 
Therapist, noted above, since the correlation 
of Affection and Sex with session evaluation 
drops virtually to zero when Helpful Involved 
Therapist is partialled. However, this is not 
the case for Active Experiencing Patient, 
which correlated with evaluation of the session 
over and above the Helpful Involved Therapist 
factor. 

Finding 3. Thus we conclude that evaluation 
of the goodness of the therapy hour is intimately 
and strongly tied to the judge's perception of the 
therapist’s quality of relationship; further, that 
the judge's perception of the depth and 
appropriateness of the patient's involvement 
in the therapeutic process also plays a role in 
evaluating the session’s goodness, although a 
distinctly lesser role. 

This finding directly parallels a finding from 
a cross-sectional factor-analysis (Mintz & 
Luborsky, 1971) in which ratings of ‘goodness 
of therapy’ correlated 0-62 with an Optimal 
Therapist Relationship factor and 0:34 with 
an Active Experiencing Patient factor. It is 
congruent with Orlinsky & Howard (1967). 
In that study, both patients and therapists 
produced the same general profile of thera- 
pist’s behaviour in good sessions as obtained 
here. Also, in a previous cross-sectional study 
(Auerbach & Luborsky, 1968), we found that 
observers noted very similar therapist qualities 
in sessions they called good. 

The high correlation between Helpful In- 
volved Therapist and evaluation of the good- 
ness of the session within each view (i.e. for 


cach judge) is strong evidence that the 10 
across-views agreement for these variables WS 
not due to their unreliability, but rather t° 
systematic differences among viewers in thelT 
perception of these qualities. 


Implications 

Our findings indicated that a reasonable 
consensus can be obtained in descrip er " 
Several aspects of a psychotherapy mm, 
(Finding 2). In particular, good agreeme 
Was noted across all views in descriptions 
the patients’ emotional states (Factors = v- 
and 6 — Distress, Affection and Anger). S 
ever, evaluation of the goodness of the on i 
did not correlate significantly with patie 
emotions, for all views (Finding 3). ee 

On the other hand, consistently poor ag o 
ment was noted in evaluation of the quality m 
the therapist's relationships within à pw 
and the goodness of the session itself d d 
ing 2). Mintz & Luborsky (1971) have rep?" of 
that agreement in evaluation of the qua"? 4 
therapist relationship style may be partic" whe 
difficult to obtain. In that study, pate ait 
listened to whole hours of therapy a? game 
who heard only brief segments from t £ ith 
hours agreed on most descriptive ra There pist 
the notable exception of an Optimal roem” 
Relationship factor, for which poor ag of ap 
was obtained. Unfortunately, this !2* 

: 2 andin£ 

pears to be crucial in understa da at e 
experience of ‘good therapy’. 1n 0u" at de^, 
factor meant ‘good session’ to à 8 pos 
for all viewers, within all cases studie™ 


Views of psychotherapy 


iouis be udis "good psychotherapy hour’ 
ina weer | one me enoe of these with- 
(Pltdinn lea, highly individual process 
anter i. "iia AR the good session, it does 
Siena) wake = asks patient, therapist, or 
jüdgements ene (This observation about 
parallela s P, of sessions appears to 
come of an is ad for judgements of the out- 
pists and E treatment — patients, thera- 
low Marina, a tee tend to have only 
Lübarsky em see Cartwright et al., 1963: 
Jy J 

i Pair of viewers consistently agreed more 
"d (Finding 1). This implies that 
quality of meii. agreement as to the 
Patient and LI. MM process between 
Actors other e probably related to 
Persona] o differences in training, role, 
external judges did or motives. The trained 
à perioral T better, although neither 
highly ¢ Pn ein the judgement process. 
Session? forall stent picture of the "good 
Ment aş to whi S indicates that poor agree- 
; treatment = 1 were the good sessions within 
às not due to differing concep- 
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understanding of what kinds of events are 
experienced as good therapy (Auerbach & 
Luborsky, 1968; Mintz & Luborsky, 1971) — 
on this there is reasonable consensus. Pri- 
marily it implies an involved, understanding 
therapist; secondarily, an involved, active 
patient. But this apparent "agreement" on the 
verbal level as to what effective treatment is 
like should not close our eyes to the fact that 
our viewers of each hour did not agree as to 
when, in fact, effective treatment was hap- 
pening (Finding 3)- on this a Rashomon 
experience appears to exist. 


ACKNOWLEDGEMENTS 
This study was supported by United States 
Public Health Services, National Institute 


of Mental Health Grant MH-15442, Research 
Scientist Development Award MH-22648 to Dr 
Auerbach, and Research Scientist Award MH- 
40710 and research grant MH-15442 to Dr 
Luborsky. Dr Luborsky is also a medical research 
scientist on the staff of the Eastern Pennsylvanian 
Psychiatric Institute of Philadelphia. The authors 
express their thanks to Dr Jacob Cohen for his 
statistical guidance, and to Dr Thomas C. Todd 
and Mrs Freda M. Greene for their helpful 


assistance. 


J. consult. clin. Psychol. 37 


psychotherapy. 
316-319. 
e uporsky, L. (1971). Segments 


Mintz, J. & L ^. U t 
versus whole sessions: which is the better unit 
for psychotherapy process research? J. abnorm. 


Psychol. 18, 180-191. 
i HOWARD, K. 


experiential ; 

patients’ and therapists’ puo Ta 
sessions. Archs gen. Psychiat. t4 ni 

ORLINSKY, D. & HOWARD: K. (19 OS coal 
communication: factor analysis © 

(Mimeo.) 


(1967). The good 
correlates © 
ons of therapy 


OnuiNskv, D. & 
therapy hour: 


session report. 


Bi s 
J. med, Psychol. (1973), 46, 91 
rinted in Great. Britain 


91 


Symbiosis and the life cycle 


By GEORGE W. GOETHALS* 


This pape 
oi paper ess poin of gi 
issues that ae certain theoretical 
Telate to What d E irectly or by implication 
relations theor e nown generally as object- 
Patterns Shieh i and, second, certain clinical 
€ last ten incid ins has observed over 
Clinica] vias. with some consistency in his 
cerns is focuse 5 My interest in these two con- 
Symbiosis, Sus u what I am calling a theory of 
Seen, meh aceon while it has, as will be 
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as summarized by Bowlby ( 1969). 
: liaohmen 2o with the reciprocal nature 
elf: second p NR than with attachment 
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nomenon ad attachment than with the 
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h the child ine in the world of the infant 
- they p aut also, and most importantly, 
Pable iP cmd in the world of persons 
ms Y Purpose 3 genital relationships: 
lin Nat while atur this paper is to sug- 
D investipat ac ment has been a valuable 
th € should a AON, it has not taken us as far 
meed in ihe a ^ie in what may be 
shou and loss - experiences of attach- 
ot ild a ks be : the genital era. Symbiosis 
le, x y eer as a relationship which 15 
intri ss Welfare si but also complementary, 
Cven ate Y tied bri ie dia of one person IE 
at 4 Ugh Hie the welfare of another - 
Miren atives may exist, To arrive 
coL Statema ITE Of this last somewhat 
Psyop cal “Ment requires a p - n 
toana tas from es a review of eertain 
differe 


lc S a $ 
theory, nt dimensions of 


Soci 

3. Ocal Relations 

lealth Song: ting syeh 

E a : ervices, Harvard Uni- 
Ssachusetts 


THEORETICAL BACKGROUND 


In so far as a theory of personality develop- 
ment is concerned, Freud wrote three papers 
which are of the utmost importance. These are, 
in turn, Lecture XX (1916-17), which deals 
with infantile sexuality and its relationship to 
the so-called perversions: his essay which deals 
with the structure and dynamics of the person- 
ality, particularly in so far as the development 
of the superego is concerned, namely Lecture 
XXI (1933); and an attempt. albeit not com- 
pletely successful, to deal with the transition 
between sexual orientations of the child and 
of the adult in his essay ‘The Transformations 
of Puberty’ (1905). It is, of course, obvious 
that Freud wrote other essays relevant to the 
development of personality. However, for the 
purposes of this particular essay, the themes 
which will be addressed are found primarily in 
these three papers of Freud. 

Freud, whatever the limitations of his 
instinct theory as an instinct theory, was 
extremely perceptive, particularly in these 
papers. about the interrelationship that exists 
in human beings between the constraints 
placed upon them and their existence by bio- 
d the vicissitudes, to use Freud's term, 
created by psychological reality. Freud, when- 
ever he is speaking of personality, is continu- 

ith point and counterpoint on 


ally dealing W! 

these two themes - the biological and the 
Moreover, what is of even 

the intricate relation- 


s between biological necessity 
al elaboration. 
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pleasure. Freud, however, goes on to point 
out and make clear that sucking for pleasure 
is related in turn to the desire to possess 
and love the object which provides this first 
gratification, namely the mother. In recog- 
nition of the importance of this very first 
object-relationship, Freud postulates that 
all subsequent object-relationships that a 
human being has will be, in some way or 
other, either a reflexion of it or a return 
to it. 

To continue his point and counterpoint of 
the biological and the psychological Freud, in 
his brilliant exegesis of the genesis of the 
superego, provides another benchmark of 
central importance to human personality. 
This is, of course, his equally profound treat- 
ment of the implications of object-loss for 
personality, paralleling his discussion in 
Lecture XX of object-attachment. As Freud 
has seen the fate of human attachments tied to 
the experience of mother-child relationship, 
he sees, too, in the first experience of cogni- 
tively perceived object-loss, human beings? 
needs and implicit capacities to mobilize 
against threats not only to physical integrity 
but also to psychological integrity. The 
Oedipus complex is not merely the internaliza- 
tion of the parents who must be given up, but 
it is also the turning away from sexuality to 
preserve the integrity of the genitals. Freud 
consistently speaks to us of the necessity for 
love and attachment for human welfare and 
at the same time puts before us the fact that 
human experience is full of vicissitudes in 
attaining that end. 

In his essay on the transformations of 
puberty Freud carries through, but puts in a 
different context, the ideas enunciated as a 
theme in Lecture XX. Here he points out that 
adult object-attachment and object-finding is 
not little affected by the experience one has had 
with parental objects. With cryptic elegance 
he says that object-finding is really object- 
refinding. i 

The limitations of Freud's discussions in 


these three essays is not in what he says. 
What he has to say about the biological and 


GOETHALS 


the psychological realms of man's experience 
are and will always be compelling. Where 
Freud's theory is limited, however, is that he 
does not make specific the relationship be- 
tween the early experience of a human beings 
in so far as this deals with love and loss, and 
what will transpire as the genitally endowed 
person (psychologically) attempts to form new 
attachments but now with, to use Fairbairn 5 
phrase, a different technique at his disposal. 
We know very generally, thus, from Freu 
that there is some relationship betwee? 
parental attachments and what will happen !? 
later life. We know that these early attach- 
ments will predispose one towards possible 
patternings of genital sexuality; but what W* 
do not know is the precise and systemate 
relationship between carly and late experience 
We are left, thus, with the need to elaborate 
from Freud's basic data. D 
In a series of papers begun in 1940, W. R- à 
Fairbairn (1954) has modified or, more pie 
perly speaking, chosen to emphasize certain " 
Freud's central ideas. While Fairbairn has d 
great deal to say about what gocs on betwee! 
the mother and child which is stimulating te 
thought-provoking, it is not the central vile 
cern of this essay. As will be seen, Es 
Fairbairn's discussion of the mother-c va 
relationship is of course relevant, it is not pet 
cal. What is critical for a theory of [jio 
and thus for this paper is Fairbairn's HE, 
that the libido is always object-dife? in, 
(rather than simply seeking release of pow a 
as in Freud) and that, further, the libido pe 
function of the ego. Since, by definitio 
libido and the ego are thus essentially Sking 
"nu 


eri" 


incident with one's attempts to relate 


^ op ote 
leaves, according to Fairbairn, 4 Un relati? j 


for all subsequent attempts at ob? pail p^ 
ships to be tinged with anxiety. Fa! a 
ships to be tinged with a y imacy c ihe 
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mother infant object-relationshil 
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consequence 
For mew — they see are quite different. 
ine eiiis aie is an enunciation of pattern- 
this nai tial ; the positive dimensions of 
plexity of eri abi ge iie there is a com- 
al el i oming from a lack of 
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opinion fear e y dubious in this author's 
the ariival am aS cognitively is aware of 
Taws. as ees departure of his mother and 
ences about ri suggested, a series of infer- 
ability Ws acceptability and non- 
intriguing à D love. While these ideas are 
beyond x and brilliant, they probably are 
pirical me paekan involving the em- 
is important n common sense. What, however, 
his ieperkut., Fairbairn’s thinking, if some of 
bject-relati e can be ignored, is that the first 
uman Semon between two people in the 
"bon that bis can have a profound effect 
live, To Seo which has little if any initia- 
UNS another wav, Fair- 
i. ichael Bali en as will be noted later, 
e Perience ape ^ that mothering as a general 
| Might be ong society is not what 
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“Thing the oa next of Freud's ideas con- 
mary importance of infantile 
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Xp, Man in in x airbairn sees it, predispose 
Xp lences whi E life to defend against those 
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= between ned of the many critical dif- 
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later life because of the erosion of no longer 
poris defences, Fairbairn is concerned 
about the anticipati peri i 
relationships oem eat wi cien 
à rel g the early defences 
which were utilized early in life. 
Michael Balint (1937) put forth ideas which 
in many ways are coincident and congruent 
with the thinking particularly of Fairbairn. In 
essence, Balint sees the attachment between 
mother and child as a human necessity and 
goes beyond Freud in suggesting that the initial 
ve between mother and child is even 
more basic than that which is expressed 
through any psychosexual zone. He sees the 
desperate attempts on the part of children to 
attain love, attention and gratification from 
their parents as a behavioural consequence of 
the early mother-infant relationship being 


interrupted too soon. 
Balint's importance 


primary lo 


for this paper, however, 
is explication of the mother-child 
ather on his intriguing, 
rely original treatment of adult sexual 
i To start at his conclusion, 
Balint sees in the experience of mutual orgasm 
a return, during the adult era, to the intense 
and ultimate fusion between one person and 
another which characterized the harmony of 
primary love in infancy. Balint, however, has 
other things to say which are of relevance. For 
him the act of adult love is both a consumma- 
tion found in orgasm and the possibility of 
recapitulation of previous non-genital be- 
For Balint, what he calls fore- 
hat others have called fore-play - 
for loving partners not only 


to caress and mutually arouse each other but 

ermits, too, aN opportunity for the expression 
in acts of love of non-genital 
rimitive forms of mutu 
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experience of end-pleasure, i.e. orgasm, that 
they can be construed as perversions. And the 
perversion is notin the act itself but rather in its 
deflexion of two parties from the experience 
of ultimate fusion. 

However, this ultimate fusion through the 
mutual experience of orgasm requires, as 
Balint has pointed out in a number of his 
essays, two qualities of personality. These 
qualities are closely related and, in being taken 
together, form something of a paradox. In 
order to tolerate the experience of orgasm, 
which Balint sees, because of its implication 
for fusion and return to interpersonal har- 
mony, as a regressive experience, a very strong 
€go must be present not only so that one may 
risk this degree of exposure to another but so 
that one can return to a State where one's 
own identity, while Shared, is also intact. 
The essence of Balint’s thinking, which 
is germane to this particular discussion, is 
that the experience of the genital relation- 
ship by definition assumes the capacity to 
regress. 

It is of course this Capacity to regress that is 

central to any theory of symbiosis. The reason 
that this is so is that in the act of regression 
during the climax of love-making one can not 
only experience sexual ecstasy and return to 
profound harmony but one can, in addition, 
in the intensity of this experience anticipate 
the agonies of what would happen if this were 
ever lost. The paradox of an act of genital love 
is not only that it is the consummate adult act 
but that it requires for its adult completion the 
capacity to tolerate ultimate and complete 
infantile dependence once again upon the 
object. It is a short step from this phenomeno- 
logical statement to infer that it is possible also 
in this experience, or in the anticipation of this 
experience, to not only return to an experience 
of profound harmony but to rekindle, since re- 
gression may be non-selective, past experiences 
of profound object-loss. It is Balint's lack of 
comment upon this aspect of object-relation- 
ships which is the kev to this paper's theoretical 
substructure. 
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CLINICAL CONSIDERA TONS 


In dealing with students, graduate and 
undergraduate, in the last ten years | have 
become aware how distorted many of 
stereotypes are about initial lov c-relationship? 
between young men and young women. iei 
sibly most important has been the pm 
of the exploitive male. The notion that ! 5 
young adult male is by definition a heartles 
sexual predator does not bear examination 
In point of fact some of the most acute i6 * e 
depression 1 have ever had to deal with P 
curred in attempting to help young males V " 
their betrayal by a young woman in eee 
they had invested a great deal and who y ý 
the relationship developed, exploited : re 
rather ruthlessly. While young women Aes 
action to the end of relationships w here “a 
were exploited were equally intense an mes 
involve a dimension of depression somet this 
acute and profound, there seemed "omale 
observer at least, given the perspective ji speri” 
eyes, a difference in the quality of the = f 
ence. While loss was an intense experience 
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an age of sexual enlightenment and aa 

dom, I found that Freud's dictum 1n : m 
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Other objects immediately available: sug 
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instead by profound resistance -e fro 
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of profound vulnerability. The first / 
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the family i 
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THE COMPARATIVE CONTEXT, SOCIAL 
AND CLINICAL 


In a recently published paper I suggested 
some alternative theoretical interpretations on 
facts which could affect either permissive or 
non-permissive norms on sexual behaviour 
(1971). In simplistic terms it can be stated that 
societies around the world vary in the amount 
of freedom they permit the sexually mature 
but non-married adult. In a work published 
some years ago Whiting & Child (1953) have 
suggested that patternings of socialization, 
particularly of sex and aggression, can affect 
the relative openness or restrictiveness con- 
cerning sexual behaviour in general. Again, to 
be somewhat simplistic, the early experience 
of socialization may affect the patterning ofan 
individual's subsequent behaviour. 

This leads us to ask a fundamental question: 
if we can see that cultures vary in the import- 
ance they attach to exclusive sexual relation- 
ships — and thus to intense fusion as a value - 
do individuals, in turn, show the same degree 
of variation? It is the central hypothesis of this 
paper that such degrees of individual differ- 
ences do occur and they mirror and parallel 
and are analogues of cultural variation. 

One finding that was reported in my earlier 
paper was that quite generally as societies 
became more and more male-orientated and 
began to show themselves to be, thus, patri- 
lineal and patrilocal in orientation, the rules 
relating to sexual sanctions became more 
rigorous. Conversely, when women were In 
control sexual sanctions tended to be mild or 
non-existent. There seems thus to be à trend 
for males, for à variety of reasons, to desire if 


not exclusive relationships with one woman, 
r women maintain 


to have their woman 0 
exclusive relationships with them. Further, the 
importance of female chastity. ecu 
after marriage. is a cultural norm little a C 
generally in an era of sexual [ipera a : 
question then which can be raised i5: yra 
this social phenomenon relate don bd 
al considerations and the clinica 
ented? 
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To explain this we must elaborate on some 
of the insights found in the interface between 
the thinking of Freud, Fairbairn and Balint. 
Freud points out that before the Oedipus com- 
plex can be resolved the castration complex 
must be recognized as a reality. This places the 
male, in particular, in a position where bodily 
integrity and object-loss become highly associ- 
ated. Because of the experience of castration 
anxiety, and, particularly in the male form, 
fantasies about sexual adequacy, that which 
can deny the male his potency becomes 
a source of very profound anxiety. Sexual 
betrayal to a male thus not only means a loss 
of the object with the attendant melancholic 
state described by Freud and a decrease in self- 
esteem suggested in Lecture XXI, but it means, 
in addition, to most males that they have lost 
a woman because they were genitally in- 
adequate. Thus the castration of the male is 
re-enacted in the betrayal of the female. Not 
only is the disappointing mother-son drama 
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re-enacted but the threatening female who 
deprives one of one's sexual powers of 
demeans them is enacted in addition. Thus the 
ending of first relationships for males throws 
them into a turmoil and a depression of the 
most extreme kind. This is particularly true 1M 
a monogamous society with relatively exclu- 
sive object-relationships. , 

For women, the experience of sexual loss 18 
equally profound but of a different kind. It 
does not necessarily have the physiological 
dimensions and physical anxiety that goes 
with the male. It may have instead the feeling 
that one now has become in some way x 
another the disappointing mother. As mothe! 
disappointed, so too must 1, and in the sup 
tion of inadequacy vis-à-vis the hard-won ma ^ 
object, the first object of salience after t! 
cathexis on the father, the melancholia bn 
lowered self-esteem and lowered trust in self P 
as excruciating as it is for the male. 
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Psychoanalysis in international perspective* 
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And to what extent can psychiatrists in these 
countries share with us views which we hold? 


MATERIAL AND PROCEDURE OF 
EXAMINATION 


Two sets of questionnaires were designed — 
one for psychoanalysts in various parts of the 
world and another for psychiatristsin countries 
psychoanalysts exist. The 
artly of the choice type; 
forinstance, psychoanalysts wereasked : Which 
of the following psychoanalytic concepts do 
you find acceptable? They were partly of the 
factual type; for instance: To which analytical 
group do you belong? And they were partly of 
the opinion type; for instance: Is interest In 
psychoanalysis increasing OT decreasing 10 
your country? Analogously, psychiatrists in 
countries where there are no analysts Were 
asked: Which of the following psychoanalytic 
concepts do you find acceptable (choice type); 
Which forms of psychotherapy are practised 
inyourcountry factual Pe) and Would you 
like to have a psychoanalyst in your country? 
(opinion type). , . 

In all, 
psychoan y 
were receive 


where no or very few 
questions asked were p 


s were sent to 
analysts. Replies 
82 psychoanalysts and 
from 43 non-analysts. Psychoanalysts from 
the following countries replied: United States, 


Canada, Mexico, Venezuela, Colombia, e 
Chile, Uruguay, Argentina, Grea 
Sweden, Finland, 


est Germany 


Hungary» 
key, Unite 
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Nigeria, Republic of South Africa, Pakistan, 
Thailand, Taiwan, Korea and Indonesia. The 
analysts approached were either leading 
members of their national societies or taken 
without selection from the International 
Psychoanalytic Association roster; the non- 
analysts occupied leading positions in the field 
of psychiatry in their countries. Special atten- 
tion was paid to the orientation of psycho- 
analytic subgroups such as Horneyans and 
Sullivanians. Jungians and Adlerians were also 
consulted for comparative purposes. 


Definition of a psychoanalyst 
(a) LP.A. members. One of the questions 

Which we asked was: What is the definition of 

a psychoanalyst? The answer to this question 

seems to be easy. For instance, one might saya 

psychoanalyst is a person who treats patients 
in need of psychoanalytical treatment by the 
psychoanalytic procedure, But this would be 
an oversimplification. 
We offered the followingalternativeanswers: 
(I) a present member of a psychoanalytic 
society affiliated with the I.P.A., (2) a present 
member of a psychoanalytic society whether 
or not affiliated with the LP.A., (3) a graduate 
of a psychoanalytic institute, and (4) a person 
Who accepts all or some of the following tenets 
of psychoanalytic theory: the unconscious, the 
libido theory, infantile sexuality, the Oedipus 
complex, the death instinct, intrapsychic con- 
flict, object relations from the beginning of 
life, neutralization, resistance, transference. 

As stated before, the choice of names in the 
roster was not random. On economic grounds 
we turned to people whose views could be 
regarded as representative of other members 
of their society, e.g. presidents of national 
societies. In some countries in which only one 
psychoanalyst or very few psychoanalysts or 
only affiliated members of the I.P.A. exist, we 
had to turn to those who were available. 

Of the 44 I.P.A. members who replied, 52 
per cent accepted the operational definition 
that a psychoanalyst is - and has to be~a 
member of the I.P.A.; if heis not, he cannot be 
Tegarded as a psychoanalyst. Eighty-four per 
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cent felt that a person must have graduated 
from a Psychoanalytic institute and/or be 
affiliated with either the I.P.A. or another 
Psychoanalytic society to be a qualified 
psychoanalyst. Nearly half of this group (9 
per cent) felt that certain concepts must also 
be adhered to if one is to be considered à 
psychoanalyst. 

It may be argued that the respondents who 
insist that a Person must not only adhere tO 
certain concepts, but also have been trained in 
an institute as well as belong to a society to be 
à psychoanalyst (43 per cent), have a narrowct 
or more restrictive definition of a psycho- 
analyst than those members of the ID. A. who 
either insist only upon (a) membership in the 
LP.A. or graduation from an institute, oF 
(b) acceptance of certain psychoanalytic 
concepts. 

By contrast there are I.P.A. members who 
in exceptional circumstances would accept iP 
theanalytic fold persons whoare not graduates 
ofa Psychoanalytic institute — Freud would be 
a classical example — provided that, as die 
Suggested, these persons interpretatively app? 
such basic psychoanalytic principles as the am 
conscious, repression, intrapsychic conflict, 
resistance and transference. jv of 

(b) Deviant groups. There is a large SE A p 
persons all over the world who practise psy? i; 
analysis, are qualified psychoanalysts; e 
regard themselves as such, who —— 
applied for membership in the LP.A. the 
persons have formed groups labelled vd d 
sake of this presentation ‘deviant m 
such as the Deutsche Psychoanalyt 
Gesellschaft, The Tokyo Institute for ! Ke ica 
analysis, Fromm's Sociedad Psicoana the 
Mexicana predominantly in Mexico, rn the 
Sullivanian and Horneyan groups a two 
United States. Membership in the bat sive 
groups and the I.P.A. is not moe 
Followers of Melanie Klein especially € ain d 
south of the Panama Canal have re" 
within the I.P.A. fold. ;p OV 

: thelf ^ 

The deviant groups named have acceP i 
training institutes. Its members often eti 
many or all orthodox Freudian the 
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He considers himself a *true Freudian who 
follows the main path of Freud'. However, he 
continues: : 


To follow a master means to grasp his essential 
findings and to revise the time-conditioned 
accidents which are unnecessary for the under- 
standing and the further research of what is 
essential in the theory. 


Conceptual differences 

Our questions dealing with the acceptance 
or non-acceptance of various theoretical con- 
cepts of psychoanalysis revealed that certain 
concepts had almost universal acceptance 
while others were accepted by certain groups 
but not by others. 

The unconscious, intrapsychic conflict and 
transference were accepted by all the psycho- 
analysts who returned their questionnaires and 
may therefore be regarded as the most uni- 
versally accepted. Resistance fared almost as 
well, being accepted by all except one (a North 
American LP.A. member). At the opposite 
extreme was the death instinct, which was 
accepted by only 15 per cent (mostly L.P.A. 
members). 

In the intermediate range were certain 
concepts which, in addition to being accepted 
by some and not by others, also seemed to have 
the characteristic of differentiating between 
LP.A. members and deviant analysts. These 
included the libido theory, accepted by 75 per 
cent of the I.P.A. members but only 22 per 
cent of the deviants, infantile sexuality (86 per 
cent I.P.A., 36 per cent deviant), the Oedipus 
complex (80 per cent LP.A., 33 per cent 
deviant) and neutralization (32 per cent 
].P.A., 11 per cent deviant). " 

* Object relations from the beginning of life 
was interesting in that it was the only — 
which had a greater acceptance amo ng ie 
analysts (69 per cent) than among veis 
members (56 per cent). One can legitimate y 

to psychoanalytic 


as an addition 
after Freud. In other 


sts are charac- 
f certain 


consider it 
theory which took place atter 
respects, the deviant analy de 
terized by their abandonmet 


psychoanalytic concepts. 
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European analysts seemed to be more 
orthodox than their American counterparts. 
One hundred per cent of the European I.P.A. 
members accepted both of the following con- 
cepts (in addition to the unconscious, intra- 
psychic conflict, transference and resistance): 
the libido theory (as against 70 per cent North 
American I.P.A. respondents) and the Oedipus 
complex (as against 54 per cent of North 
American I.P.A. respondents). 

There is, of course, no way of knowing 
whether there is any causal relationship 
between the greater orthodoxy of European 
analysts and the reported increased interest in 
psychoanalysis in Europe, as compared with 
the relatively lesser orthodoxy in North 
America and reported decreased interest in 
psychoanalysis. This is a question which would 
seem to warrant further investigation. 

It seemed to us interesting to explore 
specifically the position taken up by Jungians 
and Adlerians towards Freudian theory. 

Dr H. K. Fierz, President of the Swiss 

Jungian Society, states: 
S. Freud is of course in psychology a very im- 
portant man. Many of his findings are basic 
findings: the Oedipus complex is a landmark, 
although we think that also other myths can be 
found in the human soul and behaviour. Most of 
his aspects on dream interpretation cannot be 
denied. Repression has been proven. Psycho- 
pathology of everyday life is true. 


As regards sex, Dr Fierz does not deny its 
dynamic significance, which, however, can be 
overrated. Without minimizing the importance, 
‘higher inspiration (“spirit”) should also be 
taken into account’. Kurt Adler, representing 
the Adlerians, is strongly opposed to Freudian 


concepts. He writes: 


I am not speaking of the death instinct, which 
even many very staunch Freudians negate. I am 
speaking of such earlier and basic tenets as * infan- 
tile sexuality’, the Freudian states of ‘psycho- 
sexual development’, the ‘Oedipus complex’, the 
concept of ‘repression’ as the basis for neurosis, 
the division of the personality into ‘id, ego and 
superego’, the ‘unconscious’ as a noun (while 
Adlerians very much believe that man is un- 
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conscious as an adjective of many things, and 
prefer to speak of ‘being unaware’ of things). 
These are but a few of the basic concepts of 
Freudian origin, that Adlerians reject. 


University affiliation 

The question 'Is your psychoanalytic 
society affiliated with any university?’ yielded 
few results. One leading French psychoanalyst 
answered: ‘Merci Dieu, non!” Full or partial 
affiliation exists mainly in the United States. 
For instance, the Association for the Advance- 
ment of Psychoanalysis, while not officially 
affiliated, has a working liaison with New York 
University, Bellevue Hospital, and the Flower 
Sth Avenue Society is part of the New York 
Medical College. Outside the United States, 25 
far as we know, Mexico's Sociedad Psico- 
analitica Mexicana, Fromm's Society, seems 
to be the only one which is affiliated to ? 
university (the University of Mexico). . 

Individual psychoanalysts hold university 
positions in many countries, e.g. in the U.S.A» 
Canada, Great Britain, France, Holland, 
Belgium, Germany, Sweden, Finland, Italy, 
Spain, Brazil, Chile, India, Israel and Japan. 
Unfortunately we failed to inquire whether 
there has been an increase or decrease in the 
employment of psychoanalysts as university 
teachers. 


Interest in psychoanalysis 


In response to the question, ‘Is interest E 
psychoanalysis increasing or decreasing A 
your country?’, 24 out of 31 North Americ 
psychoanalysts reported a decrease 1” e 
terest, two no change and only five an incre 
in interest. Asked to what they attributed it 
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was due to growing inte theraP 
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By contrast, of the 15 South coe i 
respondents, 11 reported an urit 
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European respondents, 20 reporte? | o f 
crease in interest in psychoanalysis an 
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nino Te Cig oi oe 

40 per b aat rais bomini d. 

the death instinct Pip Ea JG 
y 12 per cent. 

It is worth noting that several analytic con- 
cepts (the libido theory, infantile sexuality, the 
Oedipus complex and neutralization) are 
actually slightly more acceptable to these 
psychiatrists than they are to deviant analysts. 
The acceptance of object relations from the 
beginning of life is higher among psychiatrists 
than among I.P.A. members. (It is also higher 
among deviant psychoanalytic groups than 
among I.P.A. members.) 

It seems reasonable to conclude, therefore, 
that the theoretical positions of the psychia- 
trists and of the deviant groups of analysts are 
to some degree similar. 

We asked psychiatrists in coun 
analysts whether psychoanalysts would be 
in their countries. The answers 
ranged from an unequivocal ‘no’ (from 
Bulgaria, East Germany, the U.S.S.R. and 
Cuba) to an enthusiastic ‘yes’ (from Senegal, 
Turkey). In many instances it seemed that the 
respondents were interested in psychoanalysis, 
and wanted analysts to settle in their midst, but 
were aware of many practical difficulties. 

The answer from Nigeria was ‘not yet’, 
perhaps reflecting the evolutionary process of 
a developing country. In Jamaica, an analyst 
would be welcome but he would have to be 
‘ prepared to use other methods as well’ 

t too different from North 


(perhaps this is nO fferent fre 
America). In Ireland, opinion IS divided: 


tries without 


welcome 


ould regard the presence of psycho- 
analysts as desirable from many points of view, 
many would regard the method as relatively 
therapeutically ineffective and would feel, in any 
event, that its application was to too few. 
s were received also 
South Korea, 
einIndonesia, 
the United 


While most W 
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negative replies came from three communist 
countries, one of whose (East Germany) per 
capita income is substantially higher than that 
of the developing countries who manifested a 
positive attitude towards psychoanalysis. 

Poland was more flexible. A voice from 
Poland - the writerremainsanonymous - cries 
out for the presence of an analyst in his 
country, whereas another Polish psychiatrist 
bids welcome to an analyst, though, as he 
adds, ‘not too exuberantly’. Yugoslavia's 
attitude seems largely positive, and Czecho- 
slovakia reveals a limited interest, 

Professor Bassin’s reply (Moscow) reflects 
some of the complexities involved ina possible 
dialogue. He writes: 


Not a single one of the Psychoanalytical concepts 
listed by you, if interpreted in the classical 
psychoanalytical sense, is acceptable in my 
opinion. But this by no means implies that I do 
not appreciate the tremendous role played by the 
unconscious, by intrapsychic conflict, and by the 
emotions experienced in early childhood. How- 
ever, the theoretical interpretation of the con- 


cepts cannot be based on a psychoanalytical 
approach. 


It is interesting to note that Professor Bassin 
selected for his comments two of the most 
widely accepted concepts of psychoanalytic 
theory. It seems reasonable to assume that 
even if he does not accept psychoanalytic 
theory he is at least sensitive to psychoanalytic 
influence. A similar approach has been 
adopted by Professor Lebedev in Leningrad. 
Dr I. Ziferstein writes: 


In the eleven years that I have been observing the 
Soviet psychiatric scene, I have noted a pro- 
gressive softening of the attitude of Soviet 
psychiatrists toward psychoanalysis. There is 
much less feeling of urgency about the need to 
“struggle against” psychoanalytic ideology, anda 
greater recognition of the desirability of learning 
from the experience that Western psychoanalysts 
have in the area of intensive psychotherapy. Soviet 
psychiatry is not monolithic, and it is therefore 
not possible to say that there is one prevailing 
Orientation. The orientations I have underlined 
are stressed with varying emphasis in different 
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schools. For example, the research on schizo- 
phrenia at the Psychiatric Institute of the Academy 
of Medical Sciences of the U.S.S.R. in Moscow 
lays heavy stress on constitutional factors. 


SUMMARY AND CONCLUSIONS 


It is obvious from what has been presented 
that an analyst is many things to many people. 
There is international consensus that an 
analyst should be adequately trained but dis- 
agreement exists regarding the meaning of se 
word ‘adequate’. Opinions are divided among 
LP.A. members and obviously even more SO 
among members of deviant groups nei 
the required frequency of weekly sessions. i 
one would expect, orthodox analysts adno 
more firmly to classical analytic concepts tran 
deviants. The libido theory and infanti" 
sexuality understandably are rejected : A 
Horneyansand Sullivanians. The death inst 
all over the world is subjected to gunt n 
and accepted by few. * Hartmann's gets. 
tion concept has found little acceptance "i 
side the United States. Interest in pur i 
analysis is growing all over the world ap‘ is 
from North America. Psychoanalytic me 
by no means static. It is hoped that pe n 
will continue; revisions of psy n 
concepts are likely to occur. Psychonn tle 
concepts which are accepted to a remark je 
degree in countries without analysts meane 
unconscious, intrapsychic conflict and t ha 
ference. This was not a finding which ” ires 
predicted when we sent out our question? > 
In retrospect, however, they appear to us dio 
quintessential in the nature of psychoa ^ og 
theory and practice. If we think of the aa (he 
which psychoanalysis has undergone ! 


z -ted 

in the first decade only half sup, an 
theory, in the second decade only a th 

the last decade none at all.’ 
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past 50 years, we can recall many shifts of 
emphasis: more importance attached to ego 
functioning than to the id, increasing import- 
ance attached to superego function, a rela- 
bs greater study of phenomena ofaggression 
rather than on sexuality and many others, all 
M the mainstream of psychoanalysis. What 

as not changed, and is obvious that it is 
And tikeri for granted, is the acceptance 
ade IN, intrapsychic conflict and 

ence, 
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The interest shown in psychoanalysis by 
psychiatrists in countries without psycho- 
analysts surprised us. It is obvious that in 
some developing countries the time has not yet 
come to employ psychoanalysis. In other 
countries, the presence of a psychoanalyst 
would be welcome. The ideological barrier 
against psychoanalysis in Eastern Europe is 


powerful. 
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Bearing cancer* >: 


By JOHN HINTON}; 


It is an honour to give this lecture in re- 
membrance of Dr David Kissen. His disci- 
plined investigations into the relationships 

^ between psychological factors and diseases 
„ach as lung cancer provided information of 

: great value and gave insights into the complex 
j deld of psychosomatic processes. The second 
il (Kissen Memorial Lecture was devoted to re- 
| «viewing many of the problems involved in 
(0 the psychosomatic aspects of neoplasia. After 
| ‘considering the relevant factors in the pre- 
morbid personality and life experience of 
1 those with malignant disorders, Professor 
Crisp discussed the influence of psychological 
factors on the onset and course of the disease 
(Crisp, 1970). In this lecture another aspect 

is considered — the reactions of people who 
have developed cancer. Hence the title, *bear- 

ing cancer’. There are a variety of meanings 

and nuances in the word ‘bearing’ which are 
relevant to cancer. The dictionary definitions 
include the following: to produce, to bring 

~ forth, to carry about upon one, to support a 
J. Jstrain, to sustain successfully, to sustain some- 
Es painful or trying, to stand a test, to 

] "tolerate, to hold aloft, to put up with, toendure. 
4^ To appreciate the kaleidoscopic patterns of 
1 people's adjustments to bearing cancer de- 
« mands an understanding of so many things at 
once. It compares with attempts to under- 
stand the flight of a bird, where innumerable 
factors interact, such as aerodynamic prin- 
ciples, differences between species, evolution, 
ethology, instinct, migration, types of flight, 
weather or the values of the spectator. This 
may illustrate our problems in understanding 
‘the behaviour of people who bear cancer. 
1 here are so many factors of personality, ill- 


i 1971. 

P i Memorial Lecture, | 
i : Acadiitdo Department of Psychiatry, Middle- 
eA E Hospital Medical School, London WIP 8AA. 


ness, courage, quality of available care, rela- 
tives, passage of time, attitudes of those 
nearby, etc., which interact one upon the other 
in an ever-changing dynamic equilibrium 
Although it may be convenient to consider 
some aspects in isolation, sooner or later re- 
gard must be given to the whole complex. In 
this discussion attention will be given, firstl 
to the reactions in the early stages of ventas. 
ing cancer; secondly, to the stresses borne by 
those with cancer; and, lastly, to the ways 
people endure and cope with this disease. 


INITIAL REACTIONS TO BEARING A CANCER 


„In a paper published in 1951 Shands er a]. 
discuss the disruptive effect of the idea ‘I have 
cancer’. The individual must needs make an 
abrupt reorientation towards the future and 
life expectancy, together with other changes 
in attitudes towards the more immediate 
world. The patients described by this grou 
characteristically felt stunned and dazed, init 
as if they ‘had received a heavy blow cae 
head’. Initiative was paralysed for a whil 
and they could feel unreal or numb. Pre. 
sumably, such a reaction follows the sudden 
open recognition of having cancer, Abrupt 
realization does occur quite frequently C 
often other factors may intervene. The an 
of the disease and its recognition ma ie 
insidious or psychological coping Hiien lene 
may come into play even as the evidence of 
cancer emerges. 

The clinical onset of a neoplastic lesio 
does not necessarily announce the diagnosis, 
It may give rise to only minor non-specific 
alterations of health or symptoms more chara 
teristic of other diseases and cause the 0f 
dividual to be justifiably ignorant for so à 
while of the fact that he has a cancer. Pes 


MPS 46 


106 


continued changes in health, or the advice to 
have further investigations, may be accom- 
panied by growing suspicions — is this some- 
thing serious? - have I got cancer? In this 
context, there comes the important question 
of the time interval before a patient approaches 
a doctor after developing symptoms of cancer. 
Is delay usually due to ignorance which could 
be largely overcome by disseminating more in- 
formation or is there much more to it than that? 

Investigations have confirmed the obvious. 
Delay in seeking medical advice for cancer is 
not due solely to ignorance. There is com- 
monly a considerable period of time between 
the development of symptoms and attending 
a doctor. Rowe-Jones & Aylett (1965) re- 
ported that the average time before a patient 
sought advice for symptoms due to cancer of 
the colon or rectum was 7-10 months. Several 
studies have been carried out in patients with 
breast tumours. Few adult women in our cul- 
ture could not have been informed in some 
way that lumps developing in the breast are 
to be regarded seriously because they could be 
due to cancer. Yet in the U.S.A. Pack & Gallo 
(1938) found that 57 per cent of patients de- 
layed more than 3 months before consulting 
a physician, Using the same 3 months cri- 
terion, Henderson et al. (1958) in Canada re- 
ported that 64 per cent delayed, Aitken-Swan 
& Paterson (1955) in Manchester reported 
62 per cent delayed, Henderson (1966) in Scot- 
land found 70 per cent delayed, although in 
our inquiry in the surgical wards of the Middle- 
sex Hospital only 23 per cent waited more than 
3 months (Cameron & Hinton, 1968). 

Many women in the group we studied re- 
sponded to finding a lump in the breast in 
what appears to be the logical way, 
their doctor within a week or two. A 
they came promptly, 


attending 
sked why 
the answers were along 
the lines that early diagnosis and treatment 
were advisable; several patients used the 
word ‘cancer’. Those who delayed spoke of 
fear, or of domestic reasons for putting it off 
or said they had felt there was no cause for 
concern, This resembled the reasons given for 
delay in the other Studies quoted: ‘I didn’t 
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think it was serious’, ‘there was no pain, 
‘I couldn't spare the time’. Most x 
tions report fears of hospital, of dnra 3 
operations, of what they would be a 
in some studies expense has been a Ligier 3 
As is apparent, the given reasons for ` rd 
in reporting breast tumours often inc E 
rationalizations, part of the important bur 
enigmatic problem of hidden feelings - 
knowledge to be discussed later. Adnidtres 
anxiety appears to hasten patients to tedas 
tor more than it delays them. In our investiga 
tion we found that the group of patients W ho 
said that they were not worried or no coir 
than slightly worried on discovering the m 
tumour delayed more than the majority, rend 
were frankly anxious. Many admired. me 
of operation but this à f 
rg those who delayed. JE 
& Paterson (1955) reported that pople w = 
‘knew’ they might have cancer were pa 
consult a doctor. This contrasts with T d 
ing of Harms er al. (1943), who meae im 
patients admitting that they thought they 92 
breast cancer came more promptly. wd beat 
This last apparent contiadietion rie 
partially resolved in the studies © gres l 
et al. (1956, 1963). She took into dud m J 
other aspects of the subjects ane nthe L3 
experience. Certain people had cil their 
past a general tardiness 1n — E esent | 
doctors, a trend not confined to pet level 
cancer symptoms. People with a 10 4 more. 
of education or occupation SEE chat | 
Perhaps most important was the fin \ 


: itself V 
T A . d not of | 
3 aving cancer di . t 
suspicion of having consultation. Bu 


a person who 

1 g 
worrying 
ated a belie 


anxiety was not 


that there was no cure, did Prec 
This explains in part the aia [t should also 
be noted that 
(1955) deliberately put invert im 
patients ‘knowing’ they me are 
because some of their subject ige": 
ing and revealing their “know 
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THE BURDEN OF CANCER 


What are the stresses people with cancer 
have to bear? Unfortunately it could be a long 
list. There are the immediate physical symp- 
toms caused by the lesion. There are other in- 
direct somatic changes due to perhaps anaemia, 
involvement of the central nervous system, 
altered. endocrine function and so on. The 
symptoms may be intrinsically distressing, 
such as pain or nausea, or be disturbing be- 
cause of the implications of damaged function, 
for example incontinence or paralysis. For 
the patient the future may now appear a source 
of foreboding rather than hope, anticipating 
discomfort, mutilation or death. Other changes 
May bring stress, altered physical appear- 
ance, a loss of social status, separation from 
the family and all the implications of being 
à patient rather than just a person. . 

To obtain some idea o: the relative fre- 
quency of severe stresses experienced by people 
who found their situation hard to bear, [ have 
looked back over the records of a hundred 
patients in hospital with neoplastic conditions 
Who were referred for a psychiatric opinion 
and advice. Many of them with little or no 
Prompting spoke of their particular problems. 
The troubles to be mentioned here appeared 
Lo play a significant part in causing distress, as 
judged by the fact that they were volunteered 
as particularly trying circumstances by five 
per cent or more of this group. Pain was à SIE" 
nificant source of stress. In some cases it was 
directly due to the neoplasm and needed fur- 
ther treatment to bring it under better control. 
In other cases it appeared to be partly or 
largely a manifestation of psychological dis- 
turbance. As usual, the subject of pain crosses 
all our attempted classifications, and here it 
could be not only a stress but a manifestation 
Of strain. . 

Disfigurement could threaten pride or cause 
extreme embarrassment. For women general 
Wasting, mastectomy, hair loss following 
radiotherapy, or facial palsy. could be hard 
to bear/ Men could be equally and under- 
Standably ashamed if their strength had seemed 


to them to have wasted to skin and bone or if, 
for example, naspoharyngeal cancer had made 
ugly their face and distorted the voice. Deep 
concern over the future was voiced by some but 
even more often it was implied. One or 
two people were very troubled by continued 
deterioration and the possibility of dying. 
Another, elderly person was more fearful of 
treatment than the disease itself. 

The other three common sources of stress 
amongst this 100 people affected social status 
and relationships. The /oss of work role could 
bring distress. A successful and ambitious 
young policeman with Hodgkin's disease who 
was discharged from the Force and a conscien- 
tious nursing sister who did not know what to 
do now she could not look after her ward 
were examples of this group. Dependency and 
fear of being a burden on others was another 
aspect of social and psychological disruption. 
This could arise when function was specifically 
limited as, for instance, with hemiplegia. The 
dependency could come in a more general 
form as in the case of a young graduate who 
had less and less independent life out of hos- 
pital and came to question the value of being 
given repeated transfusions in order to main- 
tain an existence he viewed as progressively 
unrewarding. The sense of alienation was an- 
other theme. Patients sensed that many did 
not care about them as individuals any longer 
and some people positively wanted no more 
to do with them. Special circumstances could 
contribute to this feeling of being a nuisance; 
for example, people who had had laryngec- 
tomies might find the frustrations of failed 
communication could enhance their sense of 
isolation. 

These are examples of the stresses: what 
strains are experienced by the people con- 
cerned? There may be the shock of sudden 
recognition of having cancer. The common 
reaction of anxiety may be expressed in terms 
of the problems of the present or of the future. 
But other emotions arise. A monograph by 
Achté & Vauhkonen (1970) describes the 
psychological symptoms found on psychiatric 
interview in a group of 100 cancer patients 
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attending hospital clinics at Helsinki. From 
their list of overlapping symptoms the follow- 
ing have been selected: tenseness 65 per cent, 
fear of death 58 per cent, depression 58 per 
cent, aggressiveness 39 per cent, affect lability 
30 per cent, paranoid trends 25 per cent, re- 
duced interest in life 15 per cent and hypo- 
mania 12 per cent. 

These were symptoms discovered in a group 
unselected from the psychiatric point of view 
except to exclude the elderly. The picture is not 
so very different from the formal psychiatric 
diagnoses given to the previously mentioned 
100 cancer patients seen in psychiatric con- 
sultation, except that the referred group in- 
cluded 15 patients with organic confusional 
states. Depression was noted in 49 per cent of 
the psychiatric group, more common in this 
series than anxiety states, which were diag- 
nosed in 30 per cent. Although aggressiveness 
was not included as a diagnosis in the 100 
patients I saw, it was a noteworthy feature in 
Several. Excluding the organic psychosis 
group, paranoid symptoms were marked in 
three depressed patients and hypomania was 

diagnosed in two cases. 

This brief outline of the stresses and Strains 
Occurring when malignant disease develops 
leads on to consideration of the ways in which 
the burden is borne. 


COPING WITH CANCER 


Although cancer imposes particular stresses, 
individuals have their own susceptibilities 
and they have pre-established tendencies to 
Cope in their own Special patterns. In this con- 
text Lipowski (1970) has defined coping as all 
“cognitive and motor activities which a sick 
person employs to preserve his bodily and 
psychic integrity, to recover reversibly im- 
paired function and compensate to the limit 
for any irreversible impairment’, He goes on 
to distinguish an individual's coping style, 
Which is the enduring disposition to use certain 
techniques, from the coping strategy actually 
employed by the sick person dealing with an 
illness. This approach to the problem of coping 
does, of course, include the use of psychological 
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defence mechanisms, to which other workers 
such as Shands et al. (1951) have given pride 
of place. Sis cen 

Lipowski has included an — : 
cognitive coping styles whereby an "ens c 
may either minimize the available URINE 
or he may focus with vigilance upon paren 
dangers and attempt to reduce uncertainty. 
With these cognitive elements go the responses 
of behaviour which tended to take pe 
passive or avoiding styles. These styles E 
their attendant strategies do, of course, exei 
with familiar concepts of suppression, denta’, 
dissociation, regression, sublimation and so 
forth. 

At this point it is appropriate to give deed 
nition to the fact that personality attribute 
which have been investigated for their urs 
upon the aetiology of cancer may well i 
fluence, or may even be E + e 
development of cancer. This is an amar 
tangle to unravel. The psychosomatic ae to 
into the aetiology of cancer may be sal a 
contain two broad approaches. One V eh 
typified by the work carried out at the a and 
ter Medical Centre by Greene (19 fect 
Schmale & Iker (1966), explores = ae 
of loss and separation resulting 1n ilg 
giving up and running out of psyc stances 
resources. If this reaction to metit 
attends the bearing forth of cancer, bsequent 
attitudes are likely to influence een 
response to the manifest disease. Id give à 
patients troubled by cancer cou! yation. 
biased account of the antecedent a where 

The second psychosomatic approae ‘js into 
so much was done by David Er elopit 
the field of the personality of those Nase oh 
cancer. Bahnson & Bahnson Urn subjects 
plored the repressive ego Lapin and his 
with neoplastic disease. Dr KisseP ^ v deal 
co-workers (1969) have produced a nts Wi 
of evidence to indicate that d 
lung cancer have a ‘poor nof interplay 
Once again there is likely to kin reactions 
between the preceding state an In David Kis- 
to the subsequent lung disease red that the 
sen's controlled studies it appe 


X 


Bearing cancer 109 


cancer patients did not know the diagnosis at 
the time of making the assessments. Huggan 
(1968) has discussed and tried to explore some 
of the interplay of factors. He found that 
people receiving radiotherapy for cancer were 
apt to answer more direct questions about 
anxiety in a negative fashion, although other 
indirect inquiries denoted that anxiety was 
there. These patients also distorted other 
answers in a negative way. It is not clear 
whether this was a generalized development 
of a denying tendency in those who had 
developed cancer or whether it was just a 
continuation of the previous personality 
trends of the lung cancer patients described by 
David Kissen. 

Whatever the approach to the repressive 
or minimizing mechanisms of people with can- 
cer, it is clear that these patients often appear 
unaware of some of the threats that face them. 
It is also to be noted that the vast majority of 
their friends, relatives, nurses and doctors will 
collude with this tendency. When Aitken- 
Swan & Easson (1959) in Manchester ensured 
that 231 patients with curable cancer were 
Clearly informed of the diagnosis, although 
two-thirds were glad to have been told, 19 per 
cent denied that they had been told. The 
repressing forces are powerful. 

Nevertheless, surveys of groups of people 
With cancer have shown that many are well 
aware of the diagnosis although others ues 
ignorant or deny the possibility. In de l 
patients investigated by Achté & piso 
(1970) 68 appeared to know and 31 did not. 
The 31 who did not realize included seven 
Who had been told the diagnosis by the doctor, 
two of them at the patient's own request. All 
Physicians and surgeons with experience In 
this field will have seen blatant examples of the 
denial mechanism at work. Patients with large 
fungating growths may blandly deny that it is 
a source of concern. Moses & Cividali (1966) 
explored a little further to see what factors 
could influence the awareness of 30 people with 
cancer, They graded their patients along a con- 
tinuum of awareness. They found no correla- 
tion between the level of awareness and age, 


sex, marital state or ethnic origin (this work 
was done in Israel). There was, however, a sig- 
nificant association of greater awareness with 
higher education. It is of interest that studies 
in North America and in London have also 
found that those with a longer period of educa- 
tion tend to consult their doctors earlier if they 
develop cancer. 

It is often said, with truth, of people with 
cancer that many know but do not speak of it. 
Ina recent study, not yet published, of 60 people 
with progressive malignant disease reaching 
the terminal stage, I asked them if they thought 
much about their illness — using approximately 
those words. Eight per cent said it was on their 
mind for ‘most of the time’ and 37 per cent 
were often thinking of their condition: in 
some cases the symptoms were a frequent 
reminder. Hence it was clear that many ad- 
mitted to being only too well aware of the 
situation. One in five spontaneously used 
the word ‘cancer’, although others employed 
euphemisms. There were remarks like * With 
cancer you always wonder.' Twenty-eight per 
cent said they sometimes thought about their 
condition and the remaining 27 per cent said 
they either forgot about it or tried to. Some 
remarks of theirs may reveal the problem they 
had: ‘I try to forget’, ‘I've got to forget about 
it’, “I live from day to day’, ‘No point in 
dwelling on it’, ‘I don't think about it, I've 
got cancer’, ‘I won't let myself, I'd go crazy 
if I did’. It would appear that the majority of 
people have considerable uneasy awareness 
of having cancer, although varying degrees 
of repression or suppression may be employed. 

Apart from some ignoring the burden, this 
same group of people with cancer illustrated 
coping styles of which they were often con- 
scious. In about a third the pattern was to 
maintain hope, often setting a limited goal 
towards independence, such as wanting to 
walk again, to cope at home, to return to work 
or to drive a car. Others were well aware of 
the lack of progress and spoke in terms of 
acceptance or despondency. Uncertainty was 
rife; it could be troublesome, although for 
some it was a preferable alternative to finality, 
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*How'sit going to end?’, ‘Should I talk to the 
wife?’, ‘If I get out of hospital’, ‘How much 
do they really know?’ 

Some workers in this field have examined 
how patients with cancer prefer rationalization 
to the unknown. Abrams & Finesinger (1951) 
noted the marked tendency to explain the 
cause or the responsibility for the disease de- 
veloping. A half of their 60 patients blamed 
their own past actions, be it a fall or a sin. 
Nearly all the remaining half attributed it to 
someone else, either as contagion or due to 
What the other persons had done to the 
patient. Twenty of Moses & Cividali's 30 can- 
cer patients (1966) blamed others, whether it 
be heredity, rejection, poor medical care, etc., 
while eight blamed themselves. This last trend 
demonstrates the fragility of such boundaries 
as guilt and self-blame if used in this situation 
to separate troubled patients from those with 
a classic picture of depression. 

Planned investigations into th 
Cope with cancer have tended t 
on people with Progressive mali 
than those who get better. There i 
that most of those with curabl 
appreciated being told openly about their con- 
dition (Aitken-Swan & Easson, 1959; Gil. 
bertsen & Wangensteen, 1962). Not all feel 
this Way, and many still believe all cancer is 
incurable in Spite of evidence to the contrary. 
Sometimes Psychiatric advice is sought to help 


bably cured but who 


€ way people 
0 focus more 
gnant disease 
s the evidence 
€ cancer have 


resolved. Even 
t cancer intro- 


n the doctor gave another clean 


bill of health, the Significance attributed to the 
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doctor's demeanour or the time interval before 
the next appointment are familiar ven 
Others appear to have coped well by MEME 
repressive mechanisms. It is likely that mpre 
consistent studies of people's feelings and HE 
haviour in this situation would have practical 
and theoretical value. 

Clinically, doctors are more likely to be 
made aware of the processes involved when 1e 
disease progresses and the stresses bear down 
so heavily that the behaviour of patients 10 
treatment becomes disturbed. Earlier m aes 
paper the emotional changes and pesos 
diagnoses of troubled patients. were men- 
tioned, Many came to notice because their be- 
haviour had crossed conventional limits. 
Social withdrawal could be overlooked, an 
aggressive, demanding, excessively complain- 
ing behaviour could both reveal and pass on 
to others the turmoil the patient felt. The 
manner in which some individuals made vcn 
complaints of pain, ete., could show these a 
ments. Suicidal attempts carried similar bs a 
Sages of appeal, anger and despair in stint oe 
tion as they do for those with other iniri p 
distress. Although some of the pee sin 
people committing suicide have not ~~ 
increased incidence of cancer amongst sii , 
others, including Sainsbury's classic "uh 
(1955), found this disease to play a significa 
role. iii 

The adaptation — or maladaptat d was 
one or two of the cancer patients referre 8 
to refuse treatment and, consistently ese 
they could also refuse to see a geen of 
The refusal of help can indicate the quide 
emotional upset and despair. m tie 
to cooperate in treatment also high 1g of dde 
intricacies of the enforced depenaenoy, The 
dividuals when they become p ee 
doctor-patient relationship has ee mat 
widely. Its significance in people po brief 
merits discussion in its own right. ae or two 
consideration can be given to only 0! a poten- 
elements. There is a background vx — 
tially fatal disease being inei. 
tions of both parties may appear ! oy e 
amongst other reasons, the logic o 
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gical for, 
mortality 
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may be unacceptable to either or both. The 
doctor-patient relationship in this context is 
another example of all the problems of inter- 
personal involvement. It is not solely the 
patient who has a burden to bear when cancer 
comes. 

Some of the interpersonal problems are 
illustrated by the issues of communication. 
This aspect of personal relationships is signi- 
ficant throughout the course of the disease. 
Henderson's study (1966) indicated that E 
poor relationship between a person and his 
doctor contributed to delay in reporting the 
Symptoms. When cancer is recognized, doc- 
tors in this country have considerable reluc- 
lance to reveal the diagnosis to the patient. 
Instead, contrary to the usual practice of 
regarding the patient as the best entitled to 
information, a responsible relative may well 
be informed. It is reminiscent of discussing 
the child's illness with the parent. 

In some places, as in a report from Minne- 
Sota (Gilbertsen & Wangensteen, 1962), doc- 
tors have been more prepared to be informa- 
live and a clear majority of patients, whether 
they have had curable or progressing cancer, 
Said they felt this was the correct policy. In 
Scandinavian countries the trend is also for 
Physicians to tell their patients of cancer, 
but not all patients appreciate being told, 
and a few are distressed. Achté & Vauhkonen 
(1970), for example, showed that some M a 
patients repress what the doctor has said: an 
whether the studies on telling the patients were 
Carried out in Minnesota or Manchester not 
100 per cent wanted to know. Some individuals 
Cope best with burdens by ignoring their 
existence. 

It is not only doctors who are reluctant to 
communicate with cancer patients; relatives 
and friends often believe it is wrong for the 
patient to be told. They will join vigorously 
the collusion to deny anything but hope. 
During some recent interviews with 45 termi- 
nal cancer patients, when we discussed their 
attitude to being ill, well over half volunteered 
that their disease could prove fatal. The wives 
or husbands of these patients had been told of 


the diagnosis and prognosis yet apparently 
only 10 of these pairs had discussed it openly 
between themselves at any time. This appeared 
to be a failure in communication over pro- 
gressing cancer. Overtly it was, and there 
were occasions when there seemed to be room 
for improvement. But nearly all of these 
married couples also said that they were closer 
to each other now, rather than the opposite. 
They were bearing the situation together in 
many, if not all, respects. 

Communication between people is not limi- 
ted to one obvious message in the used words. 
It depends not only on what is said, but on 
how and when information is conveyed and 
how it is received. Many patients are aware 
that they have cancer, even fatal cancer, al- 
though no one has told them. Some have been 
told and do not know. When cancer patients 
discuss the conversations they have had with 
medical staff, it is clear that often more than 
one message has been communicated, including 
items which were not meant to be transmitted. 
Moses & Cividali’s patients (1966) confirmed 
what many, but not all, doctors recognize. 
Categorical denials by a physician about can- 
cer often do not shake the convictions of 
patients who know otherwise, but only serve 
to establish the nature of the current relation- 
ship between doctor and patient. The physi- 
cian’s non-verbal behaviour often conveys 
unmistakably to the cancer patient both the 
diagnosis and how the doctor is preparing 
to cope with the situation. 

No simple rules apply. The patient’s rela- 
tionship with others, including his level of 
communication, may alter during the pro- 
gress of the illness (Abrams, 1966). It is not 
uncommon for a patient's first attitude of free 
communication and faith in the physician to 
evolve into a more guarded approach if the 
disease advances. The need to depend on the 
doctor may be stronger, but also that bond may 
be criticized or tested by the patient's be- 
haviour. Moreover, in my experience, such ill 
people may seek to meet different needs 
through different people — perhaps demanding 
optimistic reassurance from one Source and 
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yet welcoming a realistic, if sombre, exchange 
of words with another. 

If the situation is nearly unbearable, anger, 
rejection, withdrawal, importunity, jealousy 
or an excessive surrendering of independence 
may well become manifest. Each of these cop- 
ing strategies merits much discussion in its 
own right. Acceptance often follows, even 
though its presence may only be shown by 
comparative silence. Occasionally, the cancer 
is borne in the sense of bearing aloft. The 
diagnosis is proclaimed and assurance may 
come from having all questions answered, all 
plans known and reasons given. More often 
the experience is borne with quieter courage, 
aided by the discreet support from those 
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close to the person who has developed this 
disease. There is often an extraordinary quality 
of care given by those whose professional life 
involves the treatment of people with — 
It is also apparent that individuals with 
malignant disease gain a great deal from the 
example and the support given by other people 
around them who also have cancer and bear 
well. 
i A is much more to be discovered and 
applied in this whole field of people’s Fees 
to having cancer. If we can use clinical s 
and precise methods of investigation a "i 
way that Dr David Kissen combine ka 
well, this subject will make worth-while a 
vances. 
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An application of general systems concepts to psychoanalysis 


By STEPHEN A. 


General systems theory concepts as de- 
veloped and applied particularly by Rice 
(1963, 1965, 1969) and based on von Berta- 
lanffy's work (1968) have been described most 
often with reference to groups. But at least 
implicit in this work is the idea that groups as 
small as two, the psychology of the individual, 
indeed any human endeavour, can also be 
conceived of in these terms. Whether this is 50, 
and how profitable it may be, poses a con- 
ceptual and ultimately empirical challenge. To 
begin to meet this challenge I have applied 
Some general systems theory concepts of the 
Rice tradition to the practical enterprise of 
psychoanalysis as a method of treatment. 

The concepts employed draw upon object- 
relations theories, Bion's group psychology, 
and some aspects of social psychology. They 
have been used as ways of understanding and 
Controlling small, large and inter-group 
behaviour by Tavistock and Washington 
School of Psychiatry workers in educational 
Conferences, and with industrial and other 
continuing organizations. An integration of 
individual, group and organizational psycho- 
logies which includes similar concepts, as 
applied particularly to mental hospitals, has 
been made by Kernberg (1971). 

The primary task} is the task that the 
Organization must perform if it is teense 
With respect to human life, ‘survival usally 
refers to physiology. Some living trends are 
inimical to that kind of survival, e.g. suicide, 
anorexia nervosa, some psychosomatic condis 
tions. One may, however, conceive of 'sur- 
vival’ not only in biological or physiological 
terms but in psychological or living terms. And 
F. Menninger 
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as with organic survival, psychological sur- 
vival - living - does not mean just existing. 
When one stays the same, or grows too slowly 
psychologically, one is said to be pathological. 
Survival means being able to contend and to 
grow in age-appropriate and circumstance- 
appropriate ways. It requires growth and 
adaptation to ceaseless environmental and 
developmental changes which require reci- 
procal changes from the individual. In this 
psychologically adaptational sense, the per- 
son's primary task is living. 

The ultimate test of success of the primary 
task of living is the person's ability to end it 
with a generally affirmative summation. 
Many lives, however, are spent as if this were 
not the primary task. Rather, for some people 
the primary task seems to be to triumph over 
the other sex, or to show parents how wrong 
they are, or to prevent loss, or to make money, 
or to make believe there is no end to life. ` 

Some of the ways that lead a person to 
present himself for psychological treatment 
came about through subsidiary tasks having 
become unacknowledged primary tasks (neu- 
rosis), through an inability even implicitly to 
establish the primary task (suicidal behaviour) 
and through poorly organized or too few re- 
sources to pursue the primary task (psychosis). 
Often the person, now a patient, views his 
primary task as getting rid of a symptom. The 
analyst conceives of his primary task of the 
moment — and this* moment" may occur inter- 
mittently throughout the treatment — as chang- 
ing the patient’s view of his primary task from 
symptom to survival. This is often what is 
meant by motivating the patient to change. 

How the patient gets into treatment is the 
input system, how he gets out of treatment is the 
output system, what happens in between is the 
conversion system. (Another input, output, 
conversion system, with its own boundaries 
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and activities, can be conceptualized in various 
traditional terms of individual psychology 
such as between the id, ego and superego. This 
approach is touched on below, and made more 
explicit in the work of Kernberg cited, but it is 
not central to the present exercise, whose focus 
is on psychoanalysis as an interpersonal and 
inter-group activity.) 

The input system to psychoanalysis is 
usually determined by many factors, including 
ability to afford it, age, intelligence, geo- 
graphical proximity to the relatively few 
analysts, by the values of the analyst who fre- 
quently chooses those in whom he is to invest a 
sizable share of his clinical efforts, and, 
ideally, by a sophisticated diagnostic selection 
of those likely to benefit. Some of these 
criteria are clearly adventitious, such as the 
ability to pay and geographical considerations. 
The others may be adventitious to some 
extent, or reflect incorrect assumptions about 
what is required for psychoanalysis. For 
example, young adulthood as a criterion is in- 
correct if applied to a particular older indi- 
vidual who maintains, despite his years, the 
Openness and flexibility of youth. The net 
effect of psychoanalytic selection criteria 
applied routinely is to routinize the conversion 
procedures and limit the generality of scientific 
findings based on them. Butas analysts broaden 
their input, they challenge their conversion 
processes to accommodate different ‘raw 
material’ and to adopt different goals. 

Ideally the patient stays in the conversion 
system as long as he believes that it holds 
promise of helping him achieve his primary 
goal, and his primary goal corresponds to the 
goal which the conversion system is organized 
to achieve. But sometimes the patient persists 
in striving for his subsidiary tasks. Forexample, 
he may become discouraged that his symptom 
does not disappear or that his family is not 
being sufficiently harmed by paying for the 
psychoanalysis, and so he leaves. 

Sometimes the analyst may lose sight of the 
primary goal, too, and then there is collusion 
between him and the patient in the pursuit of 
Secondary goals, e.g. the analyst’s behaving as 
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if his primary goal was merely to a 
patient's manifest behaviour or to get rid of te 
symptom or to side with the patient against t : 
environment. Agreement between patient an 
analyst on subsidiary goals may lead Pa 
achieving these goals, which had inadvertent y 
become “primary. An example is when n 
analysts needs for a ‘good compere : 
analysis are met by a patient's needs to pes 
or be a ‘good’ analysand, with the result tha 
these attitudes of both parties go unanalysed as 
do the unconscious fantasies defended by them. 
Seemingly the conversion system has € 
effective, patient and analyst are pleased, 
task is accomplished. But the original primary 
task has probably not been discharged — 
fully, although it may have been inadverten 4 
advanced. The likelihood is that the patient ha 
not changed sufficiently to be headed E 
fully toward survival or equipped with 
tools to maintain that direction. — 
Ideally, the primary goal afpeyehoat 2 
the same as the primary goal of life. (Life se 
is used broadly, and includes all relevant re 
tasks including the acceptance of death.) E: 
for various reasons, many psychological gen A 
ments are undertaken with less sweeping e 
ambitious goals, such as change in symptom re 
discrete behaviour. These then gon n 
primary tasks. This sometimes e bam 
psychoanalysis, more often in psycho Sad 6 
Whatever the procedures, success 1$ defi ee 
the achievement of the consciously appo! 
rimary task. E " 
P The e system is a series of depen 
take place during the psychoanalyss, vus d 
patient this includes regular attenda p 
frequent 50-minute hours, lying pacem » 
couch, trying to say everything that co asa 
mind, and thinking about what has co edet 
mind. On the analyst’s part, the task me 3 
includes intervening in the patient $ eon 
expressed thoughts whenever the Len 
thinks he can be helpful toward the pro 
of understanding. — of 
The space boundaries are usually re 
the office. The time boundaries are ‘genet 
minutes of each session and the overall le 
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of the analysis. Boundaries should be scrupu- 
lously observed. The clock provides the 
precise measure of the hourly boundary. The 
length of the analysis is more difficult to de- 
limit. The analysis cannot be too short to 
achieve its goals, nor can it be too long. In 
both instances the violation of the boundary 
suggests a loss of the primary goal in favour of 
a subsidiary goal. The analysis may be in- 
correctly shortened by, for example, a period 
of good feeling being taken as a criterion that 
the primary task had been achieved, when only 
a subsidiary goal had, or by a period of bad 
feeling leading patient or analyst to settle for 
less than optimal results. It may be incorrectly 
prolonged, for example by the analysis itself 
achieving the status of primary goal: to be in 
analysis has become the main goal in life, the 
chief source of gratification. — 

The professional boundary rigidly prescribes 
and proscribes conduct, e.g. not to have sexual 
relations with patients. Usually based in 
cultural, legal and ethical codes, such roles pro- 
vide the stability necessary for the reflective 
examination of the role-less, boundary-less, 
amoral, aethical, acultural psychoanalytic 
data of thoughts and feelings. A patient 
boundary. too, defines a role (bills are to be 
paid, appointment times and place of meeting 
are in the last resort set by the analyst) which 
Serves the same function. 

The external boundary insulates the con- 
Version process, the psychoanalysis, from the 
external world, Thus the patient is free, for 
Purposes of the work of psychoanalysis, from 
the various moral and social societies of which 
he is part when he leaves the work of e 
analysis. While this external boundary € 
be rigidly maintained, the internal boun d 
becomes more permeable during analysis. The 
internal boundaries are between the conscious 
and unconscious, and between what we call, 
euphemistically, ‘inner’ and ‘outer’. The inner 
boundaries weaken as thoughts and feelings 
become detached from objective empirical 
referents, as attention is deployed from the 
‘givens’ that usually get attention. Thus 
Psychoanalysis requires an internal boundary 


that is capable of becoming more permeable in 
order to do the work of psychoanalysis, and 
less permeable again when tasks other than 
psychoanalysis are to be performed. Some 
other tasks, such as various kinds of creativity, 
may also require this flexibility of boundary. 
Acrucial criterion of whether a person is suited 
for psychoanalysis is whether the internal 
boundary can be altered as is required by the 
particular task of the moment. If this boundary 
is too impermeable, we say the patient is too 
rigid or unpsychologically-minded to be 
analysed. Ifthis boundary is too permeable, we 
say he is psychotic or in danger of becoming so, 
and often recommend a procedure more suited 
to helping to limit the permeability of the 
boundary, e.g. “supportive psychotherapy’. 

In order for the work of psychoanalysis to 
take place it needs, in addition to its own 
systems, the support of various other systems. 
In most instances it requires an economic 
system that provides monetary inducement to 
maintain the conversion system. It requires a 
social system that allows psychoanalysis to 
take place, whether by governmental sanction 
or tolerance by the patient’s personal com- 
munity. The social system also determines the 
professional boundaries observed in the enact- 
ment of the roles of therapist and patient. It is 
evidently difficult for psychoanalysis to take 
place in the Soviet Union or China, and in the 
United States it can more easily take place in 
urban and intellectual centres. Influences 
crossing both internal and external boundaries 
characterize the system as open. 

A sentient system is based on loyalty. A 
mildly positive sentient system with respect to 
analyst and analytic procedures is probably 
favourable, especially to sustain the patient 
during periods of frustration and distress and 
to tide him over the temptations to avoid work. 
Neurosis itself is a kind of sentient system in 
that it characteristically features allegiance to 
old object-relations, ways of living and 
identities. The maintenance of these can even 
supersede the primary task. This can be seen 
most clearly in the transference neurosis, in 
which the patient seems to adopt as his chief 
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objective in life to love or to defeat the analyst, 
even to the detriment of himself. 

If transference needs are met as if they were 
rational demands for activity and satisfaction, 
then a countertransference, or collusion, has 
occurred, probably involving the analyst's old 
sentiences. If the patient’s needs and the pro- 
jections based on them are verbalized instead 
of being acted upon, they contribute to the 
work function. The analysts sentience re- 
garding his profession, his identification with 
the professional community of psychoanalysts 
and their values, helps to protect his task 
performance from inimical sentience. And the 
patient may be helped in this regard by an un- 
organized yet none the less powerful sentience 


for the culturally shared value of work, fora 
job well done. 


The job of the analyst, like the 
Organizational executive, 
performance of tasks, to guard the function of 
work, and to ensure his commitment and the 
commitment of the Worker-patient to the 
aims of the organization. And should the aims 
of the organization prove to be unrealizable 
because of deficiencies in the patient, the 
analyst, or the failure of external supporting 
ative may be 
to end the 


job of any 
is to control the 


can be seduced into a collusion against change, 
or will promote change according to pi 
sentient or subsidiary goals, so too can a 
patient pick a form of treatment ora pariiewat 
analyst according to his knowledge or itr 
tasies that such destructive and contradictory 
aims can be achieved. A 

Both parties need to be aware of the si 
Straints placed upon them. All things are i“ 
possible for all men, and the best possible lite 
for each person is different from that of ev n 
Other person. A patient may be constrained ay 
his external environment. He may simply be 
unable because of external responsibilities to 
make some life-pattern changes. And he may 
be constrained by internal conditions = those 
intrapsychic qualities, e.g. ideation, iste 
gence, anxiety tolerance, etc. — which isis 
mine his capacity to do the work of analysis. 
Theanalyst too may have external constraints; 
for example, how long he is going to be m E 
particular area and thus able to continue " 
task, or how free he will be from life events that 
may interfere with his performance. PUE 
internal constraints are his skill, training, 
theoretical orientation, and the same iie 
psychic capabilities that the patient has w oar 
also put limits to his efficiency for the w 
task. . ue 

By definition the consultant micron 
psychoanalysis is that of process puces 
The analyst does not give solutions, but imi 
encourages a process by which the p we 
arrives at his own solutions. If the iur m 
finds himself giving advice or being tempte of 
do so, he should re-examine the pec plui 
goals, relationships between systems anc x ed 
Straints, and then come to a consider 
decision rather than entering into a paesi 
Should the patient require direction, are 
tion, hospitalization, thus forcing the pea 
to give up his process consultant role in acl 
of an autocratic managerial one, then net - 
psychoanalysis has been given up in favo 
other helping roles. . zi 

Conceptualizing the analysts. 2 ideas 
system terms may alter more traditiona ini 
about individual talents’ determining suc 


in 
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ful analytic work. Unfortunate personal attri- 
butes, which are irrelevant to the functioning 
of the system, can be discounted. And an 
analyst who isa brilliant writer, theoretician or 
Speaker may not be a good practitioner of 
analysis. Competence for a particular task is 
determined solely by functional efficiency at 
that task. In short, system principles call for 
Strict application of the competence model. 
The analyst's work, just asan organizational 
consultant's work, is facilitated by his 'dis- 
tance' from the organization. He is free to 
leave the work, whether between hours or 
through terminating the patient, should there 
be irreconcilable difficulties in the agreement 
to discharge the primary task. It is not his life 
that is at stake and, so long as he is faithful to 
the principles of the system, he is, through 
appropriate distance, insulated against his 
Sentient or subsidiary goals taking precedence 
Over his primary task. . 
Authority refers to the right to assign and do 
Work, a right which becomes functional when 
recognized by relevant others. Power refers to 
the Capacity to do the work whether through 
Personal resources such as skills or charisma, 
and through the availability of social, eco- 
nomic, historical and material resources as 
these interact with the individual. The analys- 
and has the authority to delegate functions to 
the analyst, He gets this authority because of 
his legal and functional capacity to hire the 
analyst, which he does when he believes he 
cannot perform the necessary work functions 
by himself, The work is greatly handicapped if 
the analysand does not have such authority but 
is rather ‘put into’ analysis by members of his 
family, or because it is the thing to do in his 
Social circle, or because it is held to be useful 
in his occupation. The power of the analysand 
derives from his capacities for analytic work, 
his psychological-mindedness, tolerance for 
anxiety, ability to control impulses. The 
authority of the analyst derives from the social 
and quasi-legal status of psychoanalysis. Such 
authority is, however, changeable. Witness the 
fate of phrenology, and the erosion of sanctions 
for out-patient EST and in-patient insulin 


treatment. The power of the analyst derives 
primarily from his capacity to do the job- 
his intrapsychic abilities as refined by his 
training. When each party is satisfied as to the 
authority and power of the other, i.e. when a 
diagnosis ofthe total situation is arrived at, the 
two enter into a contract for work. The analyst 
is promised a tangible reward, his fee, along 
with the implicit intangible rewards of feelings 
of success and the Opportunity to learn and 
continue this aspect of his growth. The patient 
is promised an intangible reward, the achieve- 
ment of his primary task, with the implicit 
understanding that this task and the various 
goals which comprise it may be discovered or 
redefined during the analysis. 

The exercise of power without authority is a 
malfunction. A gross instance would be the 
gratuitous offering of an interpretation in a 
social setting. A subtle instance would be an 
interpretation without a working alliance. In 
the latter instance the patient has withdrawn 
authority, and the analyst is attempting to 
proceed on the basis of one aspect of his power, 
The analyst is failing to move towards the goal, 
is not producing work, is most likely acting 
upon a sentient system of his own, and Possibly 
one that is shared or encouraged by that of the 
patient. The exercise of authority without 
power is obviously indicative ofa malfunction, 
Psychoanalysis can be conceived of as the 
orderly provision to the patient of power, the 
tools to continue to work in self-analysis, when 
the power of the analyst is no longer needed, 

Psychoanalysis as Properly conceived and 
executed differs from the authoritarian-sub- 
missive aspects of the medical model (as en- 
couraged by training and cultural expectations 
and reinforced by personality dispositions), 
just as functional work modes differ from 
autocratic managerial models. However, psy- 
choanalysis in the United States for the most 
part restricts its practitioners to those who are 
trained in the medical model. (This model, too, 
ismodifying itself, though itis still largely acted 
upon in authoritarian-submission terms.) 
The clash of these models in the field creates 
tension, e.g. the irritation of general medicine 
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with psychoanalysis, and the need for students 
to unlearn some of what they were taught, in 
the transition from general medical work to 
the different working conditions of psycho- 
analysis. With the increasing recognition of 
inherent and indigenous work functions. of 
psychoanalysis, there is increasing recognition 
and use of the competence model, thus in- 
creasing pressure in favour of those who are 
able to perform the function of doing psycho- 
analysis regardless of whether they have had 
previous training in fields where different work 
is performed. In short, there is pressure on 
organized psychoanalysis to make its bound- 
aries more permeable and offer training and 
official recognition to non-medical practi- 
tioners. This movement from a hierarchical or 
scalar system to a functional or Work system 
can be expected to provide environmental 
support to the good practice of psychoanalysis 
since it coincides with the contractual arrange- 


ments and the process of analytic work itself. 


The essentials of general Systems theory can 
be reduced to determination of goals, capa- 
bilities for achieving these goals, and organiza- 
tional structures to maximize these capabilities 
and minimize inhibiting factors in the field. 
Broadly speaking, then, it is more a theory of 
Structure (though structure is directly deter- 
mined by function or goal) than a theory of 
content. General systems theory does not 
Specify what particular c 
should be used; 
ample, investigat 
of a thought. T 
applicability to di 
Yet an examin 


onversion processes 
in psychoanalysis, for ex- 
ing the layered meanings 
hrough being structural its 


functions, 
leads to 


STEPHEN A. APPELBAUM 


individual has, by whatever theoretical ai 
intuitive means, already asked, answere h = 
maintained in awareness what a genera 
systems theory approach may yield. — 
Some of the assumptions and conclus E 
derivable from the systems view of o 
analysis as has been described here are: (1) 2 
need for self-analysis, stemming from a co . 
ception of psychoanalytic treatment as a 
increase of power in the analysand to deal ca 
life rather than as a cure for illness. The = : 
sidiary implication of this is that it is — 
arbitrary and risky to attempt to assess i" 
results of psychoanalysis at the pisci 
the procedure, rather than in terms 0 <a 
achievement of the primary goal, which en 
best be known much laterin the ex-patient "en 
(2) The psychoanalytic contract is not ae 
tarian but functional. Attempts to cast it i 
terms of authority and submission thus sone 
themselves as transference or yi piii 
ference phenomena. (3) With work og ea 
and distributed according to function, ra i 
than on the basis of considerations doa ce 
training that are irrelevant to the task, | ane 
seems to be no work reason for par rir 
psychoanalysis to those trained in Wem n 
However, the legal, ethical, education eg 
cultural standards inherent in n dis 
sentient system require for replacemen : Shi 
sentient system, plausibly that of Lhd 
analysis as an organization itself. (4) 3 ani 
analysis requires support from cauere dire 
Systems if it is to remain a viable par c i 
culture, with consequent implications with 
public relations and synchronization gis 
other cultural values. (5) By keeping a $ rel 
focus on central and subsidiary goals, ques xm 
of motivation, transference and ben 
transference are thrown into bold omes che 
is one source of quality control. (6) Cas a (ime 
goal in terms of life-span yep inn mus 
perspective against which other goa enii 
define themselves. This forces an exis emet 
view of the enterprise which, among c dii 
benefits, counteracts a mU i" cho- 
respect for time as a boundary O dea wed 
analysis as an activity, and fosters a fo 
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the existential nature of the patient's primary 
goal. 

Should any of these ideas be new to a 
particular person, general systems theory may 
claim credit for having elucidated them. Should 
they be old, but evanescent in consciousness 
and wavering in implementation through lack 
of place in a conceptual order, or simply 
because there has been no reason to think 
about them lately, general systems theory can 
claim credit for deploying attention to them. 

The conceptual spareness, economy and 
power with which general systems theory forces 
penetrating questions is perhaps its most 
striking characteristic. A short, concrete 
example of the creative yield of such an 
approach, and of the ease with which its 
concepts apply to a different situation follows. 
A father suffers a reverse at work, comes home 
in a bad mood, and disturbs the home atmo- 
sphere. Psychoanalytic theory might say that 
the ego has failed to discriminate between the 
home and work situation and that it is too 
weak to control his behaviour (structural 
theory); that he has more libido invested in 
work than in family (economic theory): that 
his drive to achieve has been rendered mal- 
adaptive (adaptation theory): that early 
influences have predisposed him away from 
family relationships and towards occupational 
status or financial gain (genetic theory): and 
that his behaviour is determined by motives 
With respect to family and family members, 
attitudes towards older or younger. male or 
female, weakness orstrength (dynamic theory). 
A general systems point of view would, first of 
all, require an answer to the question of what 
the tasks of that family were. These might 
include the responsibility of family members 
for helping to deal with the father's occupa- 
tional distress. If so, the communication of his 
bad mood would be appropriate, and the 


121 


family members would assume responsibility 
for helping him with his mood. Thus the 
asking of the question has dispensed with such 
relative, rather than immutable, values as “a 
man's home should be separate from his work’, 
‘family members should be inviolate from his 
personal distresses’ and “he must handle his 
problems by himself". If the family's tasks did 
not include dealing with the father’s daily 
distresses, then the problem would be that he 
had failed to observe the boundary between 
work and family. If his primary task is to live 
a generally satisfying life (to "survive", in the 
sense described previously), and he believes 
that a tranquil family life will contribute to 
that, then he must reassert and defend the 
boundary between work and family. Should 
the enterprise still falter and the defined work 
not get done, then psychoanalysis might be a 
likely approach and source of content hypo- 
theses. With psychoanalysis, one might be able 
to learn why this man and members of his 
family find it difficult to behave in ways that 
all have agreed are in their best interests, and 
perhaps do something about them. 

General systems theory as an open system 
and defined by function is dedicated to 
receptivity to whatever ideas may be helpful. 
Among its basic values are freedom from 
theories, prejudices or moralities that may 
have been foreclosing the individual's right to 
establish his goals and interfering with the 
rational pursuit of them. Thus general 
systems theory shares with psychoanalysis the 
fundamentals of the basic rule: Be free of 
constraints on thought, say whatever comes to 
mind, and then try to understand it. 
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An application of ethology to aspects of human behaviour 


By L. I. SHENKEN* 


Psychiatric research is directed towards 
understanding the working of the human 
mind and a glance at the current literature 
shows how wide is the field of inquiry. Bio- 
chemical, statistical and behavioural research 
hold the limelight at the moment, and al- 
though clinical studies are still being carried 
out, there is a repetitious quality about the 
reporting of clinical observations. It would 
seem that the whole clinical field has already 
been covered, that little remains to be revealed 
and clinical facts are merely being re-examined 
with the aid of computers in the hope of 
advancing from the position we have been 
left in by and philosophical 
speculations. 

The emphasis in psychiatric research now 
appears to be in the realm of techniques 
rather than ideas. Admittedly, people still 
psychoanalysis, trans- 


theoretical 


Write about applied s 
cultural psychiatry, psychology. sociology and 
anthropolo all of which offer interesting 
Possibilities for psychiatry. Yet none of the 
any of these disci- 
either the theory 


knowledge gained from 
Plines is able to transform cit heo 
Or practice of the subject and the psychiatrist 
is still thrown back on his own frame of 
reference, which is essentially clinical. Dra- 
Matic advances in this area are not to be 
expected, but the observation of what passes 
for normal activity in everyday life, especially 
in groups, may, if appreciated in its proper 
Context enlarge the understanding of human 
behaviour. Such knowledge can be extended 
to clinical situations and could also be of 
benefit in the conduct of ordinary non-clinical 
affairs. 7 

Here lies the psychiatrist's greatest difficulty, 
because he is actually part of that everyday 

* 72 Remuera Road, Remucra, Auckland 5, 
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life and he encounters not only his own 
unconscious resistance to self-observation but 
the socio-cultural dangers of finding out un- 
pleasant things about people. as Freud dis- 
covered to his cost. Most of Freud’s writings 
raised a storm and he earned little thanks for 
the revelations which resulted from obser- 
vations of normal people as well as of patients. 
It stands to reason that a book like The 
Psychopathology of Everyday Life would upset 
the average person, who could scarcely be 
expected to relish being the iny oluntary 
subject of Freud's clinical scrutiny. Going to 
the theatre to observe the audience is not 
regarded as sporting, despite light-hearted but 
ambivalent remarks which are frequently 
made, indicating that people are excited by 
a psychiatrist in their midst who is assumed 
by them to have the gift of guessing their 
guilty secrets. To maintain respectability and 
popularity the participant-observer sets up 
experiments in order to examine human 
group behaviour and immediately destroys 
spontaneity. It must be possible to learn more 
from surreptitious observation, but this is rarely 
reported on and one must therefore assume 
that it is seldom done. Strong forces are 
undoubtedly at work preventing psychiatrists 
from examining too closely the family and 
social activities in which they become in- 
volved. In the post-Freudian age there is 
surely an intuitive awareness that a little 
knowledge in this area is safe and too much 
is dangerous. 

In spite of the foregoing, that the proper 
study of mankind is man goes without saying 
yet, like so many things that go without 
saying, it should be said and the statement 
expanded by adding, ^in his natural state’. 
Despite the professional's need to turn off 
at the end of a working day and enjoy life 
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without remembering all the time that he is 
a psychiatrist, things happen to him which, 
because of their bizarre nature, demand an 
explanation, and the author became involved 
in two separate social activities over a period 
of years which must lead to transdisciplinary 
study if they are to be understood at all. 


THE TWO COMMITTEES 


The chairmams committee 


The first experience concerns an organi- 
zation, to the committee of which the author 
was elected, and remained on it for 10 years. 
At the first meeting the newly elected members 
found that they were to be seated at the 
bottom of the table and an innocent attempt 
to sit elsewhere was interrupted by an estab- 
lished member, Further, the new members 
Were required to bring the refreshments and 
Prepare them, but these items, although 
Surprising, were the least disturbing events. 

The most significant feature of this com- 
mittee to become immediately discernible was 
the behaviour of the chairman. He carried 


on the business of the Organization with a 
complete disregard for 
Opinions. Althou 


ging spirited discussions, and even allowing 


by and large did 


Prevail, but it w 
should vacate the i 


performance of 


all well known to 
who constituted a highly edu- 


of people from a 
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variety of businesses and professions. hepa 
individually and as a group they behaved : 
an extremely docile manner with regara Ta 
the committee and its activities, showing 
themselves to be completely subservient to 
the chairman, who did not consider inen 
feelings and dominated them utterly. If any 
complained about his manner of conducting 
the meetings or the organization's business; 
they were either ridiculed or penna 
put in their place, one very able n 
resigning after such a confrontation. He ie 
angrily objected to something the a 
had done in defiance of the considered wishes 
of the committee and found himself com- 
pletely out on a limb, the rest of the one 
sitting silent and refusing to support a "à 
word or gesture in his most I 
Objection. In general, it was as if the gan 
mittee members genuinely believed that they 
were contributing something useful bos 
proceedings, while the chairman seemed W: 
think that he was giving his committee a rar 
deal by playing what was meant to look like 
the democratic committee game. . 
Committee members frequently disagreed 
acrimoniously with each other at meetings, 
but were united in their eventual submission 
to the chairman’s will. Although they pa 
casionally muttered in private about i" 
grosser blunders, for the most part they 
defended him and lauded his wr 
Which, while adequate, left more to be d 
than was ever admitted. None of this wou : 
be surprising in a conventional committe 
where the chairman not only has ong 
power but is also a purveyor of epee 
In the present case this did not apply an = 
is fair to Say that not one of the commit s 
members owed the chairman a thing, S: 
could they expect any favours for pini a 
None had any professional, business or d 
connexion with him and he remained a dy 
from the committee and the general res 
of the organization, who happily allowe ie 
to act in their name and did not hold 
responsible for things which went Wee ai 
The chairman’s leadership, together 
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the complete and apparently unnecessary 
submission of the committee and organization 
to the chairman, needs to be explained, and 
this is not possible within the framework of 
traditional psychiatry or psychology. Aggres- 
Siveness, will to power, inferiority complex or 
Sycophancy, whether used in technical or 
non-technical terms, as well as individual, 
group or transactional dynamics, give no 
satisfyingexplanationofsuch group behaviour, 
while the carrot philosophy ofthe behaviourists 
is likewise unhelpful. There were no rewards 
for compliance in this group and no punish- 
ment for revolt except the disappointment of 
frustration and failure. As stressed above, the 
committee members formed a cohesive group 
and seldom held out for long on matters of 
Principle. However, they seemed to enjoy 
their membership and were seldom disturbed 
by the irregular procedure and discussions, 
the latter being unstructured, lengthy and 
Mostly a waste of time. Resolutions were 
Often formulated but rarely voted on, action 
being taken by the chairman at his discretion. 

his group unity was even more remarkable 
in the light of the lack of strong ties — family, 
Social or commercial - connecting members. 


The president of the tennis club 

If the chairman's committee is remarkable 
for its solidarity and continuity, the second 
Of the author's committee involvements was 
a disaster and a complete contrast to the 
first, 

The setting was a small tennis club with 
a declining membership, a red bank balance, 
Poor morale and discipline and a neglectful 
Committee. An annual meeting was a pathetic 
affair with a scanty attendance, an ineffectual 
President throwing in the sponge and half 
the committee failing to appear. One member 
after another shook his head to signify that 
he did not wish to take the presidency as 
Members looked at each other expectantly. 
No one wanted to preside over a lost cause, 
but finally one man agreed to take the job 
Provided the committee gave him solid sup- 
Port to put the club on its feet. A committee 
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of hard-working, right-minded people was 
elected and they only seemed to need stimu- 
lating leadership to mould them into an 
effective force. The new president, a man 
with administrative experience in several 
fields, began to conduct the club's affairs 
with energy, enthusiasm and firmness. 

The committee proceeded to canvas for 
members and keep proper books, so that 
the club looked alive again and morale 
improved. They were also concerned about 
certain unpleasant practices and resolved to 
curb them. Regulations were formulated at 
the behest of committee members and the 
president, with their backing, acted to enforce 
them, whereupon a reaction set in which 
effectively forced him to resign. Instead of 
controlling the offenders, the new regulations 
stimulated their resentment, and although 
they gave lip-service and kept within the 
law, their hostility was disturbing. The 
president was unmoved by what amounted 
to a petulant display. The committee also 
deplored this behaviour and only needed to 
keep to their original purpose to stick together 
and give the president full support in order 
to vanquish the two or three hard-core dissi- 
dents, but they chose not to. Gradually, the 
president was deserted by one member of 
the committee after another, for none of 
these people were prepared for the type of 
intrigue necessary to preserve the president's 
authority. 

This president was not able to dominate 
his club because his opponents combined to 
neutralize his effectiveness. The committee 
was submissive, but not to him. Yet the few 
disruptive club members were not generally 
popular either and could not even gain 
election to the committee, although they tried 
on several occasions. The dissidents had an 
ample supply of leadership traits, such as 
strength, aggressiveness, ruthlessness, ambi- 
tion and confidence, but none of the club 
members could combine to allow a committee 
to function effectively, so that the club 
continued to be loosely administered. Tennis 
is an intensely social game and many tennis 
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clubs come to grief because of intra-group 
hostility, but the type of behaviour recorded 
here is found in many small groups, sporting 
and social. Undoubtedly, these events are 
mirrored in the activities of much larger 
groups as well, even extending to the national 
and international arenas. 


THE ETHOLOGICAL SCHEMA 


In seeking to understand the above phe- 
nomena one might be forgiven for turning 
first of all to the sociologists whose discipline 
is the study of people in the mass without 
the restrictions imposed by clinical attitudes 
such as are found in psychiatry and psycho- 
logy. The inquirer will mostly be disappointed, 
however, and it is only the ethologist who 
can provide an adequate explanation of the 
two samples. Whether or not it i 
or scientifically Satisfying, these sa 
be studied in the same way 
study animals in their natu 
liating as it sounds, it ma 
humans can be best und 
animals although 
as an elegant exp 
quintuplets, wha 
also be applied t 


s ethically 
mples must 
that ethologists 
iral settings. Humi- 
y yet be shown that 
erstood by watching 
» in what has been described 
eriment involving the Dionne 
t holds good for humans can 
o animals (Allee, 1958). 


Dominance-subordination relations 


Van Kreveld reviews these rel 


animals, working from the cl 
vations of Schj 


ations in 
assical obser- 
\ elderup-Ebbe concerning peck- 
ing behaviour in chickens and discussing 
Tesearch on severa] different kinds of animals 
(Van Kreveld, 1970). Van Kreveld says of 
his studies: *[t is also not difficult to recognize 
a strong resemblance to the power and status 
relations in human groups,’ Earlier, Maslow 
et al. wrote of the Parallel between humans 
and _infra-human Primates in respect of 
dominance-subordination With Special refer- 


teresting 
not proofs, 


about human beings but give another dimen- 
sion to many human psychological oeme 
(Maslow er al., 1960). They go on to s 
that, while remaining properly cautious. a 
certain boldness in the forward elements of 
science, in speculation and theories, is also 
needed’. 


The concept of dominance 


Extensive studies both in the field and in 
laboratories have emphasized that SML DRDUMOR 
and associated dominance behaviour eH 
conspicuous characteristics of the behay ae 
interactions of monkeys and ape societies. / n 
individual is said to be dominant over ger 
When it has priority in feeding. sexual ana 
locomotor behaviour and when it is superiar 
in aggressiveness and group control to another 
or other individuals. The dominance ol an 
individual is closely related to its social status 
and prestige in the group. The degree = 3 
animal's dominance must be measured pcd 
to other competing individuals and has sig- 
nificance only in this connexion (C arpenter, 
1963). Commenting on Carpenter's spall 
cations of the word “prestige, Van Kreveld is 
satisfied to regard prestige as settled prd 
nance. Observing monkeys and apes m d 
field, Carpenter has noticed considerable 
variation of dominance within the e 
Species and also within the same ge Jpn 
group, while Van Kreveld points Sur s "^ 
dominance structures are not digo 
found in all species and describes thre 
different types of social Systems. T 

The shoal and territorial systems, han 
mostly amongst fish and also in mamma's 
and birds, do notexhibit dominance behaviour 
The third social system, the Lene 
Society, epitomized by Schjelderup-Eb dm 
chickens, is of particular relevance to hnn 
societies and to the chairman's unm 
Which showed a distinct pecking order if 
matter of seating and duties. This Is ve ist 
cant, and although a hierarchy did = ad 
amongst the committee members, the eimi 
canvas of the chairman vis-d-vis pem? 
Will be the Object of study in this paper. 
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was seen to happen in the committee, once 
true dominance is established it is not easily 
disturbed. It has been shown experimentally 
by Maroney er al. that dominance in rhesus 
monkeys was not readily altered after fre- 
quently repeated success or failure treatments 
(Maroney er al., 1959). Others working with 
rhesus monkeys showed that it was possible 
to induce changes in settled relationships by 
means of shock avoidance conditioning 
(Miller er al., 1955). It would seem, however, 
that, in general, dominance relations are 
fairly stable and not very susceptible to 
changes resulting from experimental mani- 
pulation. 


The functions of dominance 
Survival of individuals, groups and species 
is served by dominance, 
Wynne-Edwards is of special interest in ex- 
plaining how internal adaptive mechanisms - 
dominance being one of them - keep group 
size within certain limits without group dis- 
Tuption by fighting to the death or starvation 
(Wynne- Edwards. 
dominance for group life seem to be inter- 
Woven (Van Kreveld, 1970). The first is an 
integri ative one enabling the group to defend 
itself against external forces. This is found 
Of particular value in the phenomenon of 
Broup territorialism as described by Carpenter 
(1963), Observations on subordinate chim- 
panzees show how they expect the dominant 
One to defend them and how he actually does 
So (Crawford, 1942; Maslow, 1940). Other 
Studies done in the laboratory do not always 
Fi these observations (Miller & Banks, 

1962). 

A second function of dominance is the 
regulation and limitation of aggression within 
the group, and this is of value in the pec 
of splitting into factions as well as providing 
for a reduction of tension in the group. These 
two functions certainly operated in the 
Chairman's committee, where the chairman 


a outside 
Was unequalled in dealing with any 


criticisms and there was never any suggestion 


that anyone should take over as principal 


and the theory of 


1963). Three functions of 


127 


defender. He was similarly effective in calming 
intra-group tensions, which could have been 
explosive without his complete dominance. 
The tennis club president was unable to exert 
the dominance required to achieve these 
results, so that his committee virtually. fell 
apart. The third function of dominance. that 
of promoting an effective birth control 
mechanism according to the homeostatic 
group selection theory of Wynne-Edwards, 
cannot be applied here appropriately. 


Leadership and alphaness 


Human society, along with many animal 
societies, is without doubt a hierarchical one 
so that basically it is composed of leaders 
and followers. The nature of leadership has 
been the cause of much speculation. and 
experimentation. Freud and his followers 
wrote little on this subject, while Adler's 
will to power concept may be regarded logi- 
cally as a component trait of the leadership 
personality. Aggression is usually central to 
any discussion of leadership and Lorenz's 
concepts are not dissimilar to those of Adler, 
but aggression is only one aspect of the 
dominance which is required for effective 
leadership (Lorenz, 1966). The complexity of 
the subject becomes clear when it is remem- 
bered that the leader is not always the true 
dominant one in the group. Everyone is 
familiar with the figurehead and the éminence 
grise, where the former merely demonstrates 
the outward trappings of an insecure leader- 
ship. 

The question of whether leaders are born 
or made would seem to be answered by the 
study of the Dionne quintuplets which allowed 
Allee to form the conclusion that " Animals 
with exactly the same heredity may still 
develop. even at an early age. 
differences showing that one is not exactly 
equal to the other" (Allee, 1958), W hatever 
the explanation. of the Dionne findings it 
would appear that a theory of em ironmental 
differences is required to account for their 
differing social development. 

Assuming on this basis that lc 


graded social 


aders are 
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made and not born we must ask who makes 
them and why they allow themselves to be 
appointed. The anthropologist Lévi-Strauss 
studied the motivation of chieftainship in the 
Nambikuara and found that the office was 
not coveted by every member of the tribe, 
that the accumulation of material benefits 
was not a factor and that those who accepted 
chieftainship enjoyed prestige for its own 
sake, felt a strong appeal to responsibility 
and found that the burden of public affairs 
brought its own reward (Lévi-Strauss, 1967). 
This, of course, would satisfactorily explain 
the committee chairman's continued leader- 
ship of his committee and organization, but 
Lévi-Strauss comments significantly that 
leadership in the Nambikuara is only created 
by consent and the chief can only use his 


authority in so far as he is able to make 
public feeling coincide with 


This certainly applied to 
chairman who, as previously 


his own opinion. 
the committee 


described, could 
counter criticism effectively and actually 


mould the organization's Opinion, but it can 
also be read to mean that the group creates 
its leader, endows him with the dominance 
required to lead and ultimately allows itself 
to be persuaded by him. 

This concept leads to a consideration of 
a special type of leader, one whose dominance 
only arises when the group renounces its rights 
voluntarily and without conditions in order 
to create a leader Who, in humans, is often 
likely to possess traits v. 


aluable to leadership 
but who may not always do so. This leader 


à and is to be distin- 
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pseudo-alpha may acquire authority by force 
or default. It is not offered to him and he 
cannot assume that his leadership is acceptable 
and settled. His prestige is minimal. Such 
à situation is one of impending failure sooner 
or later: *No road to ruin lies so open BS 
when authority and alphaness fail to coincide 
(Ardrey, 1970). The true significance of the 
alpha role can be understood by reference to 
the observation of a group of birds which 
were regularly fed by a suburban householder. 
On one freezing morning, although oby d 
hungry, they refused to be enticed by the 
usual crumbs and sat motionless in the cold. 
Suddenly another bird descended and pre 
ceeded to eat, whereupon the whole flock 
made a rush for the food. As Ardrey described 
the event, alpha had arrived (Ardrey, 1970). 

The type of organization led by the com- 
mittee chairman can be profitably described 
as consisting of an alpha and a body of 
people designated omegas, who could » 
further differentiated into betas and gammas. 
The ethological literature seems to suggest 
that this is the typical form of group behaviour 
in animals, and anthropologists and sociolo- 
gists veer in that direction without being able 
to relate their findings to any universal 
pattern. The literature seems to indicate tnnt 
many more studies are made of — 
whether or not they are alphas, than © 
omegas, and although leadership is the more 
Spectacular condition to study, followership 
is not without interest or importance and 
deserves as much consideration as its counter- 
part which, in the case of an alpha, can 
scarcely be studied in isolation from the 
group which creates it. 


The social value of submissiveness 

The ethologist's ‘following response Jd 
duces the subordinate role to its mue. 
simplicity and may be the innate i : 
imprinting, while some have spoken O à 
hereditary compulsion to comply as the e 
key to social organization. This must bs 
qualified in animal studies by recognizing ess 
fact that generally only the alphas have acc 
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to breeding so that subordination, if it was 
directly inherited, would be bred out, and 
experiments have also shown that dominance 
is characterized by a low heritability. It was 
therefore concluded that distribution of the 
trait must be controlled by group selection, 
occurring by random incidence in any gene 
pool and being renewed in each generation 
(Ardrev, 1970). 

Undoubtedly, social organization is a 
learned process, but the stimulus for this 
Would appear to be an innate compulsion for 
the majority of the society to be dominated. 
Ardrey reported a communication from 
Carpenter in which he showed that alphas 
in one colony of monkeys were old and 
unable to fight; and that in another study 
the alpha ina troop of vervet monkeys was 
small and young, but when a larger, adult 
male was introduced it was attacked by the 
troop (Ardrey, 1970). Clearly it is not only 
the alpha's personal qualities which give him 
dominance. This is, in fact, created for him 
by the attitude ofthe followers, as was obvious 
in the chairman's committee. The committee 
Chairman had many good qualities but no 
More than the average committee members, 
“if examined, could be 
Compared favourably with that of the chair- 
man except in one or two respects. Most 
amongst them were quite capable of leading 
and indeed did so in other organizations, 
although not in the same absolute manner 
as the chairman. Some of them could possibly 
have been regarded as alphas if their activities 
in other groups are considered. The fact that 
they could behave as betas or omegas in the 
Committee is consistent with observations 1n 
monkeys where the dominant animal in one 
Social role may be otherwise In another 
(Carpenter, 1964). On this committee, vica 
ever, they adopted an attitude comparab E 
With the presenting ritual of animals an 
became omegas. The chairman did not need 
io behave aggressively to exert his will. 
Ardrey talks of the 
Subordinate role that is accepted, even sought, 
With varying responses ranging from the grudging 


Whose personalities, 
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through the docile to the enthusiastic and even 
ecstatic. For there isa possibility that the response 
of the subordinate in some fashion illuminates 
if it does not define the alpha [Ardrey, 1970]. 


Rather than the alpha being born or 
winning his position after a struggle, an 
environmentalist position would say that he 
is made - by the omegas. Like Caesar he is 
offered the crown by the omegas acting in 
unison and, again like Caesar, he can lose 
it if the omegas decide he should go. A more 
recent and very striking example of this was 
Churchill, every inch a leader but only an 
alpha as a result of a unanimous national 
call. During his wartime premiership Chur- 
chill was virtually unchallenged, despite many 
questionable decisions. Obviously the nation 
needed an alpha as well as a leader at that 
time but when the conflict was over he was 
stripped of both leadership and alphaness. 
On being returned to power he led the country 
again, but never without challenge as he had 
during the war. As a political leader Churchill 
was unusual in his alphaness, for politicians 
mostly gain and keep power by campaigning 
and intrigue. 

At this stage it becomes necessary to ask 
again what drives the omegas towards their 
ontological compulsion to create an alpha? 
Comparison with the animals is illuminating, 
for their societies are stable while those of 
humans are not (Ardrey, 1970). Perhaps etho- 
logically, a crown is offered to the human 
alpha as a type of evolutionary behaviour, 
an atavistic striving for social order as it is 
seen in animals. The value of alphaness in 
monkeys is graphically shown by Kawamura, 
who demonstrated how it potentiates social 
learning and adaptability which may be 
essential for survival (Kawamura, 1963). 
Kawamura does not talk about alphaness, 
a term which is used by Ardrey in discussing 
the fascinating. experiments with Japanese 
monkeys carried out by Kawamura (Ardrey 
1970). Investigating two different troops, hie 
had found that the candy-eating habit of the 
one was propagated after 18 months among 
only 51-2 per cent of the troop where the 
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propagation took an ‘upward’ course from 
infant to adult, while the wheat-eating habit 
of the second spread over the whole troop in 
four hours when it followed a "downward" 
course from adult male to female and infants. 

The true alpha is of inestimable value to 
a society and is a creation of his followers, 
who subdue their own strivings for leadership. 
Nevertheless, as remarked on above, while 
the hierarchized human society always pro- 
vides a leader, he may not be a true alpha. 
He may be a pseudo-alpha who lacks any 
reliable capacity to induce a following re- 
sponse. To maintain this authority he must 
continually intrigue and struggle to keep his 
position, unlike the true alpha, unlike the 
committee chairman whose replacement would 
have been unthinkable and would have been 
resisted by the organization. 


Criticism of the ethological approach 

Most people who observe behaviour. either 
human or animal, seem to need a theory to 
explain it and these theories stress either the 
influence of heredity or that of environment. 
Theethologists, while not denying the influence 
of environment, do lean heavily on instinct, 
innate or inborn mechanisms which, 
believe, influence behaviour v 
(Lorenz, 1966). 


It is unnecessary to become involved in the 
argument here, but it cannot be ignored and 
at this stage some assessment should be made 
of the weight to be given the contending 
forces. Ranged against the ethologist are the 
three central sciences of human understanding, 
namely cultural anthropology, behaviouristic 
psychology and environmentalist sociology, 
all of which eschew explanations involving 
heredity (Ardrey, 1970), With ethologists 
depending so much on this factor and the 
environmentalists insisting that all human 
behaviour is learned and culturally induced 
there would seem to be no Way in which 
ethology can be used to illuminate human 
activities in a manner satisfactory to all shades 
of opinion. Suffice to Say that the environ- 
mentalists do not yet have a victory. * Masses 


they 
ery considerably 


L. I. SHENKEN 


of hard evidence are today destroying the 
essential premise of these sciences that a dis- 
continuity exists between human and other 
animals" (Ardrev, 1970). This statement offers 
reasonable scope for an ethological expla- 
nation of the two samples and it should be 
obvious that it is unwise and pointless to 
adopt an inflexible attitude to the quasi 
of inheritance and acquired characteristics. 
Freeman summarizes the literature on ag- 
gression and is not afraid to take a dualistic 
or, as he calls it, an interactionist view of the 
matter. Aggressive behaviour in his opinion 
is determined bv both internal and external 
variables and is strongly affected by learning 
(Freeman, 1971). It would seem that a rigid 
either/or approach is less helpful than a con- 
cession to dualism. 


SOCIOLOGICAL STUDIES OF GROUP BEHAVIOUR 


While ethology is undoubtedly useful _ 
explaining the ‘behaviour exhibited by 
two samples, it is unlikely, because ol c 
criticism mentioned above, to bon 
universal approval. Therefore it is appropriate 
to look at other theories of group interaction 
in the hope of finding a better explanation OF 
at least to seek reassurance that ethology 
offers the best one available. Support for “ee 
ethological views propounded above wee : 
seem to come from sociological or psyche 
logical sources when Mann, a social pays 
logist, summarizes the group situation 4$ 
follows: 


meet 


Stability in the group structure is related P v 
emergence of à strong charismatic leader: s < 
ship is not imposed upon the group but uuaa 
from the group, with the leader mani ITUR. 
its norms at first and. later on when he has juin 
his ability, being allowed to introduce 
changes [Mann, 1969]. ds 
Although this is about as close as the p 
logical view gets to that of the ethologist. 
studies are worth examining further. 
As a result of investigations into 
behaviour, some sociologists appear 
Clude that research does not supp 


group 
to con 
ort thé 
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adage that the more capacities members 
possess the better group performance will be 
(McGrath & Altman, 1966). In the case of 
the chairman's committee this is certainly 
relevant, for no matter how brilliant the 
members they did not use their skills, but 
after a show of independence, eventually left 
most decisions to the chairman. The tennis 
club committee members did not use their 
talents. either, allowing themselves and the 
president to be pressured by the dissidents 
in what amounted to a type of power game. 
Group effectiveness in the sociological view 
is made to appear dependent on the quality 
of leadership which, in the case of the chair- 
man’s committee, was strong and for the 
Most part good. The same authors state: 
"Status is related to power and to the indi- 
Vidual's commitment to the group and his 
motivation towards group achievement." Here 
again the first sample partly confirms this 
Observation because, although the committee 
Chairman could hardly be regarded as com- 
mitted to the committee as a group, he was 
Undoubtedly committed to the organization, 
Whose interests he had very much at heart. 
He was convinced of the correctness of his 
Actions onall occasions and this self-confidence 
May have added to this status. 

When comparing the performance of a 
leader with that of the group he leads, Mc- 
Grath & Altman found that effective leader- 
ship behaviour is a function of individual 
Personality characteristics; for example, ex- 
traversion, education, intelligence, high group 
status and training in leadership (McGrath & 
Altman, 1966). This does not explain why he 
seeks leadership or is allowed to keep it. In 
many cases the answer is obvious when 
material benefits accrue from office but in 
this committee there was no such inducement. 

Other investigators have attempted to define 
the source of power, stating that An p 
With a reputation for competence will hav 
Power even if it has not been observed 
(Collins & Guetzkow, 1964). The same authors 
inquire into the consequences of small and 
large amounts of power for behaviour of 
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group members, communication and inter- 
action on groups or participant satisfaction. 
Their conclusions are derived from prepared 
experiments using scientific methods and the 
systematic dissection of group relationships 
and attitudes in this way does shed some 
light on the power enjoyed by the committee 
chairman and denied to the tennis club 
president. But this approach does not explain 
the motivations of either group in their totality 
or the reasons for members secking places 
on the chairman’s committee when it was 
tacitly understood and accepted by the general 
body of members that no effective power 
was to be obtained by seeking such election, 
The tennis club committee members could 
be said to have sought power but very soon 
gave it up when an aggressive attitude became 
necessary if their privileges were to be 
retained. 

There would seem to be something involved 
in the two committees which is quite beyond 
the comprehension of the sociologist who sets 
up experimental groups, or for that matter 
the psychiatrist, since psychiatric literature is 
found to be lacking in such studies and 
group studies by psychiatrists deal only with 
the therapy of clinically disturbed people. 


DISCUSSION 


Anyone seeking to understand the natural- 
istic behaviour here recorded must use the 
ethological concept of dominance-subordi- 
nation. Excluding monastie orders it can be 
seen from the example of the chairman's 
committee that an altruistic type of social 
order is possible among humans. However. 
as with animals, the group members must 
pay a price by subduing their individual 
strivings. The members of the tennis club 
were unable to do this, possibly because 
tennis was not so important as the matter 
which brought together the members of the 
chairman's organization. Thus they could not 
obtain satisfactory leadership and their goals 
could only be achieved at a still 


greater 
price, that 


of constant intrigue, which 
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produces far more bitterness than communal 
renunciation. . 

Despite the convenient comparison between 
an orderly and a disorderly group, the two 
committee samples are not even remotely 
comparable in any way at all. This is because 
of the different purposes of the organizations 
and of the many differences in the person- 
alities, attainments and goals of the members 
in each group. These facts highlight the in- 
evitable criticism of using animal studies to 
illuminate human behaviour. Animal life is 
relatively simple, while human life is infinitely 
complex. One human can belong to innume- 
rable groups involving different people, 
different activities and different standards 
of behaviour, all these activities allowing 
the expression of different aspects of 
his personality. Compared to this the 
group behaviour of a troop of baboons is 
simple indeed. It would seem absurd to 
predicate a universal quality to human activity 
based on animal studies whether at an indi- 
vidual, dyadic or group level. It can be said 
that such assertions merely create fashions, 
which, in due Course, attract criticism and 
become modified or fade altogether. Freud's 

theories on sex and aggression seem to have 
suffered in this way, although the demise of 
many of his ideas may be apparent rather 
than real. 

Ultimate answers to the questions posed 
by the two samples given here may escape 
us, but the concept of dominance-subordi- 
nation is the only one likely to illuminate 
them at this stage and it has so far only been 
studied extensively in animals. Using this 
knowledge, the human situation can be further 
understood by working from the general 
(involving groups) to the particular (involving 
individuals) and for this, recourse to psycho- 
analytic theory is required. 

The individual anal 
Subordination in grou 
phase of libido develo 
theory, where the 
human neonate is gr 
an independent acti 


ogue of dominance- 
ps is the active-passive 
pment in psychoanalytic 
helpless passivity of the 
adually transformed into 
vity by means of identi- 
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fication with the mother. Eventually the 
oedipal conflict is worked through and ie 
individual emerges into the latency perio 

with foundations laid for either normal or 
abnormal personality. In either case, rs 
mature personality retains pre-oedipal gie 

ments and clinical experience suggests that 
although active, aggressive, goal-secking be- 
haviour is often determined by the active 
residue, either oedipal or pre-oedipal, er 
passive pre-oedipal remnants which aps = 
greatest trouble. Neurotic personalities ofte ‘ 
exhibit deep conflicts over passivity pheno 
mena which may be strongly repudiated 2E 
to the extent of producing aggressive, pseudo- 
active behaviour representing a fear of va 
underlying passivity which must be denie : 
Others are said to have a nuclear passivity 
which cannot be dealt with in this fashion 
and straight-out passive or submissive be- 
haviour results (Brunswick, 1940). 

Fairbairn, in his own theoretical approach, 
stresses the wish for passive infantile depen- 
dency conflicting with the need to face p 
problems of active adult living with = 
responsibilities and complicated i cg 
lationships. This passive wish is gratifie A 
times, perhaps in a dependent, often s 
grading, relationship, or occasionally in sei 
sort of human relationship which is mutua d 
satisfying. The wish is also gratified in e: 
Social situations where the individual i 
relieved of all personal responsibility as me 
as in some of the more primitive forms ra 
religious belief (Fairbairn, 1952). Fairbairn 
ideas have been used by Wolff in Mn 
to explain the genesis of psychosomatic z 
order. The regression to that very early yea 
of passive infantile existence, in which E 
bodies are taken care of, may be the reaso hd 
he thinks, for people seeking comfort throug 
organ disability (Wolff, 1968). T 

It is not difficult to connect these eons 
experiences and speculations with the co E 
nance-subordination concept in animas 
apply both to humans. The two comm! Sw 
samples recorded here are clearly seen ing 
parallel the ethological concept, encourag 
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the view that ethology and psychoanalysis are 
complementary in this case, with knowledge 
gained from one expanding the horizons of 
the other. 

Many applications of these ideas can be 
used to improve relations between individuals, 
groups and nations but the psychiatrist's 
understanding of his clinical problems may 
also be enhanced in this way. Attempts have 
recently been made to apply other ethological 
concepts to clinical problems (Jones, 1971a, 
b). Also one occasionally finds that patients 
in long-term psychotherapy use the term 
‘dominant’ to describe their conflicts, espect- 
ally in the realm of transference when 
associations often involve marital attitudes 
Which reflect what is happening in therapy. 
Here an individual conflict, understandable 
in psychoanalytic terms, becomes a dyad or 
Miniature group, with therapist or spouse 
Complementing the patient as originally hap- 
Pened with the mother. Presumably the 
Neurotic patient's conflict involves an inability 
to achieve a satisfying role as either leader 
or follower, a disorganization similar to that 
Observed in the tennis club where, in this 
respect, the committee members could be 
described as a neurotic group. From the 
Point of view of conflict-free function the 
Chairman's committee was much more normal 
and comparable to the animals which sub- 
Ordinate their own rights to preserve the 
Broup. 1 

P PR the concept of denfitanue => 
mission offers much food for thought in the 
Clinical as well as the social field, and the 
most significant fact to arise out of = 
studies is a similarity between humans an 
animals. Some groups of many species 
demonstrate dominance-submission 1n their 
Social organization and some do not Lent 
penter, 1963). While the evidence recorde 
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here is to some extent speculative and is in 
part adduced from controversial sources, the 
passive strivings form a common denominator 
which is hard to overlook, as is the supposition 
that something biological is going on in the 
material presented. 

Just as with aggression, differing viewpoints 
will continue to be produced as to the origin 
— biological or otherwise - of the behaviour 
which is explained in this way. These argu- 
ments are not unimportant, but what is more 
significant than such investigation is the 
development of points of contact between 
the two disciplines of psychiatry and ethology. 
Studies of animal behaviour and the examples 
of human group activity described here leave 
the impression that not enough thought has 
been given to the question of the submissive 
aspect of the dominance-subordination con- 
cept, either in human or in animals. 


SUMMARY 


Two non-clinical examples of human group 
behaviour were reviewed. It was found that they 
could only be understood by using the ethological 
concept of dominance-subordination, aspects of 
which were discussed and compared with socio- 
logical studies. It was shown how psychoanalytic 
theory can be allied with the ethological concept 
to the mutual advantage of both disciplines and 
that the submissive factor of dominance-sub- 
ordination needs to be given more attention than 
was previously the case. 
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'The death of the artist's father: Henrik Ibsen 


Bv D. RUSSELL DAVIS* 


One test of a psychopathology lies in its 
Capacity to throw light on the behaviour of 
patients: another, in its capacity to throw light 
On the experiences reported in art, literature 
and drama, Do the explanations it provides fit 
the facts? This paper discusses in the light of a 
modern psychopathology Henrik Ibsen's ex- 
Periences as reported in four of his plays: Peer 
Gynt, The League of Youth, Ghosts and The 
Wild Duck. 

The first two plays, Peer Gynt and The 
League of Youth, were written in 1867 and 
1868-9, some years before the death of the 
artists father in 1877. The latter two plays, 
Ghosts and The Wild Duck, were written soon 
after the father's death, in 1880 and 1882-3 
respectively, One of the characters in each of 
these plays was modelled on the father, Knud 
Ibsen. All the plays the son wrote after 1880 
Were tragedies, with the notable exception of 
The Lady from the Sea. Thus there was soon 
after the father’s death what Wais (1931) has 
Called a ‘caesura’ in the son's work. 

The effects of bereavement have gained the 
interest of psychopathologists in recent years 
(e.g. Parkes, 1965). The bereaved person tends 
10 become depressed and to recall and re- 
evaluate experiences in his relationship with 
the person lost, When this person is a parent, 
N€ tends to recall and re-evaluate the experi- 
ences of his childhood especially. Preoccupa- 
tion with them reaches a peak typically a few 
Weeks or months after the death, but may be 
delayed or last much longer when there are 
Unresolved conflicts in the relationship. 

We may learn more about these effects 
through attempting answers to the question: 
What are the effects of the death of the father 
Upon what an artist produces in the period 
following the death? Here are some examples 

- Departinefit of Mental Health, University of 
Bristol, 


which will prepare us for a more detailed study 
of Ibsen's plays. 


SOME OTHER EXAMPLES 
Sigmund Freud 

In the preface to the second (1908) edition of 
The Interpretation of Dreams, Sigmund Freud 
remarked that he had only grasped after he 
had completed it that the book was ^a portion 
of my own self-analysis, my reaction to my 
father's death — that is to to the most 
poignant loss of a man’s life". Elsewhere he 
wrote: ` Inside me the occasion of death has re- 
awakened all my early feelings.” He came to 
regard The Interpretation of Dreams as his 
most important work and said of it: “Insight 
such as this falls to one’s lot but once in a 
lifetime.” 

His father died on 23 November 1896. Freud 
was then 40 years old. The writing of The 
Interpretation of Dreams was first mentioned 
in his correspondence with Wilhelm Fliess in 
May 1897, although he had made the first full 
analysis of one of his own dreams in July 1895 
and had collected much of the material for the 
book by the beginning of 1896. The first draft 
was not finished until 1898 because his interest 
centred during the summer of 1897 on his own 
self-analysis — or what Ernest Jones called * his 
most heroic feat, a psychoanalysis of his own 
unconscious”. Analyses of his dreams, hitherto 
casual, became a regular procedure after July 
1897. They led to the discovery of the Oedipus 
complex, the two components of which. love 
for one parent and jealous hostility toward the 
other, were first mentioned in a letter to Fliess 
on 15 October 1897. In November 1897 - at 
about the time of the anniversary of his father's 
death — he referred to his bad mood. The first 
edition was eventually published in November 
1899 (although dated 1900) 
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William Shakespeare 


Shakespeare probably wrote Hamlet im- 
mediately after his father's death — the dates 
are uncertain. John Shakespeare died on 
8 September 1601. William was then 37 years 
old. Kyd's play with a similar theme was pro- 
duced in London in 1588. Shakespeare revised 
this play in 1591-2 and again in 1596. He 
Tewrote it once again during the winter 


1601-2, at any rate before the summer of 
1602, 


In his letter of 15 October 1897, Freud, 
citing Georg Brandes, noted that Shakespeare 
had written Hamlet immediately after the 
death of his father, ‘that is, under the immedi- 
ate impact of his bereavement and, as we may 
well assume, while his childhood feelings ab 
his father had been freshly revived’, Fr 
mentioned also the death at an early age 
1596) of Shakespeare’s son Hamnet. Th 
references to Hamlet and the relev 
Oedipus complex were made also i 
to the first edition of The Inter 


Dreams, but were later inc 
text. 


The relation of t 


out 
eud 
(in 
ese 
ance to the 
n a footnote 
‘pretation of 
orporated into the 


he rewriting of Hamlet to 
the death of Shakespeare’s father, as well as to 


the death of Essex, who was executed on 
25 February 1601, and to Shakespeare's 
betrayal by William Herbert and Mary Fitton, 
Who gave birth to a child in March 1601, 
has been discussed by Ernest Jones (1949) 
in his essay Hamlet and Oedipus. Jones 
Tefers also to the highly significant change 
in Shakespeare's Personality at about that 
time, after which all the tragedies were 
written, 

Jones’s essay makes the point that the death 


of the father may be only one of several events 
which, singly or in combinati 
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Gustave Flaubert 


The novel La Tentation de Saint Antoine, 
much of which is autobiographical, was 
planned by Flaubert in the spring of 1846, sao) 
after his father's death in January 1846 and bis 
sister Caroline's death in March 1846, but was 
not begun until after the death of his close 
friend Alfred de Pottevin in 1847. It was not 
sent to the publishers until December 1872. | 
rewriting having been completed in July 1872. 
three months after his mother's death. 


Edmund Gosse 
The Life of Philip Gosse, F.R.S., a we 
and conventional biography, was published y 
his son Edmund in 1890, two years after the 
father's death. The much more intimate and 
revealing Father and Son: A Study of jen 
Temperaments was not published. until a a 
his step-mother's death in 1906. It is uncerta 
when it was written. 


D. H. Lawrence 

The father's death is not the only event ae 
may be followed by a re-evaluation of Lam J 
hood experiences. Sons and Lovers was Min 
by D.H. Lawrence about a year after ad 
mother's death in December 1910. = ge 
become depressed in the late autumn 191 " 
about the time of the anniversary. It eel 
this setting that the autobiographical € « 
was written, as well as Love Poems and Othe! f 

Lawrence’s father died on 10 Septembe 
1924, on the eve of the son’s 39th birthday. 
The Plumed Serpent was written en 
November 1924 and February 1925. me 
Chatterley’s Lover was started in vea he 
1925 and completed in January 1928. wiht tive 
Was writing it, he returned twice to his T the 
Nottinghamshire, which is the Scene "e the 
novel. Its theme represents a revival © and 
oedipal interests, shown directly in Sons an 
Lovers, in the sexual relationships of man Jem 
woman and a new resolution of the prob 
Posed in Sons and Lovers: how cana woman 


o 
refinement accept the sexual advances 
coarser partner? 


Ne 
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What does a son know of his father? Much 
of what he thinks about him is derived from 
family myths, little from facts. The myths he 
accepts change as he grows up and change 
again as a result of his experiences in adult life. 
The father's death may be an occasion on 
Which he learns about his father things previ- 
ously kept from him. At the funeral the 
deceased may be talked about with an unusual 
frankness, or he may leave behind him papers 
Which force the myths to be revised or 
abandoned. 


Joe Ackerley 

The father died when the son was 33 years 
old, and left a note revealing many things of 
Which the son had not previously known any- 
thing, and which threw an entirely different 
light on some of the circumstances of his child- 
hood. This information started him off on a 
re-evaluation of his relationship with his father 
and led him to write an intimate biography and 
autobiography My Father and Myself. This 
Was begun in the early 1930s, put aside and not 
finished until shortly before his death in 1967. 


HENRIK IBSEN 
Biographical notes 

Henrik Ibsen left his home in Skien at the 
end of the year 1843 to go to live in Grimstad 
as an apprentice pharmacist. This was shortly 
before his 16th birthday. He returned to Skien 

Or a short time in 1850 before going to Oslo. 
This was the last time he was in Skien, and the 
last time he saw his parents. After a year or so 
1n Oslo, he moved to Bergen, where he stayed 
for six years, then returning to Oslo. He was in 

ergen when he was ‘26, 27 years old’. He 
married when he was 30. He left Norway with 
his wife and child in 1864, and did not return to 
live there until 1891. He made a short visit to 
Oslo in 1874, and to Stockholm in 1877. 

Of particular interest is the lack of any com- 
Munication between son and parents after 
1850. He sent a few messages to his sister 
Hedwig and wrote at least two letters to her, 
One of them being on 26 September 1869, 
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about four months after his mother's death on 
3 June 1869. He wrote to his father on 18 Feb- 
ruary 1875 for the first and last time in 25 
years. His father died on 24 October 1877. The 
son was then 49 years old. On 18 November 
1877 he wrote to his father's half-brother after 
he had received from Hedwig the news of his 
father's death. 

There is plenty of biographical evidence to 
show that painful conflicts between son and 
parents remained unresolved, and that the son 
would have found it difficult to go back to his 
childhood home. Since there was no communi- 
cation, there was no reconciliation. 

Peer Gynt was written in Italy in 1867. Of 
the play Ibsen wrote: ` Everything that 1 have 
written is most minutely connected with what 
I have lived through, if not personally experi- 
enced.’ ' My own childhood conditions were a 
kind of model for life in Jon Gynt's house.’ 
‘With the necessary exaggerations, my own 
mother was the model of Aase.’ His maternal 
grandfather (Johan Andreas Altenburg) has 
been said to be the model of Rasmus Gynt. 
That Peer Gynt recapitulates much of Ibsen’s 
own experiences has been generally accepted 
by critics (e.g. Bull, 1956) — especially: the 
family ruined by the father's unwise spending, 
the indulgent mother, the young man's in- 
capacity with girls, his illegitimate son, and 
this son's demands on his father (the turning- 
point in Peer's life, which caused him to leave 
Solveig), the wandering abroad and away from 
home in the search for an identity, and the 
resort to alcohol and fantasy. ‘To shake off 
one's sorrows, to keep from thinking, some 
use lies, others drinking’ (Act 2). 

The League of Youth. The play was written 
in Dresden between October 1868 and May 
1869. Its setting corresponds in several respects 
to Skien. Some of the names, notably Bratts- 
berg (Chamberlain and ironmaster) and 
Aslaksen (the printer) are reminiscent of the 
Skien of Ibsen's youth. Much of the character 
of Daniel Hejre was taken from Ibsen's 
father -the malicious wit, the quarrelsome- 
ness, the numerous law-suits, the boasting 
that he had not gone bankrupt (Høst, 1967), 
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his misfortunes, with their origins in business 
misadventures, the unwise cutting of timber 
(in which Chamberlain Brattsberg was also 
involved) and the optimism that he would soon 
succeed in rehabilitating himself. 

Ghosts. In October 1878 Ibsen began 
writing A Doll's House, which was published 
in December 1879. In May 1880 he wrote to 
his publisher Hegel suggesting that he should 
write prefaces to his plays Lady Inger of Ostrát 
(1855) and The Vikings of Helgeland (1858), in 
which he would describe his life in Bergen 
(when, like Oswald, he was 26, 27 years old). 
However, he seems to have written very little 
during the summer 1880, which he spent in 
Berchtesgaden, without Susannah and Sigurd, 
his wife and son, who were in Norway. 
John Paulsen (1913) has described, rather 
superficially, their daily meetings there. 
During the autumn of 1880 he began an 
account of his childhood in Skien, which was 
planned as the first part of an autobiography 
to be called From Skien to Rome. He broke off 
the autobiography in March 1881 to make a 
start in June on Ghosts, of which he said in 
a letter to Hegel on 18 June: ‘I have embarked 
on a theme which has long occupied my 
thoughts and which at length forced itself so 
insistently upon me that | could no longer 
ignore it The first draft was completed in 
Sorrento on 23 September. The final re- 
drafting of Act Three took four days, 21-24 
October, which was the fourth anniv 
his father's death. 

This is a remarkable coincidence. He had 
told Hegel that he hoped to send off the manu- 
Script by the middle of October in time for the 
Christmas sales and would have been under 
Pressure on this account to complete the re- 
drafting. Yet it is an attractive supposition 
that the intensity with which he did the final 


redrafting derived Something from an anni- 
versary reaction, 


ersary of 


Critics have been less ready to recognize 
that Ghosts too is autobiographical. Yet there 
are grounds for Supposing that this is so, 
quite apart from Ibsen’s preoccupation with 
his childhood and early adult life immediately 
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before he wrote the play - especially: the 
Alvings in the play, like the Ibsens, had rtu 
out of town to a house where both families ha i 
felt socially isolated and of lowered status. des 
Ibsens had moved to Venstop when pre 
was seven years old. It was when ` getting on 
seven’ that Oswald was put out to strangers. 
Oswald was 16 years old when he moved oe 
Paris: Henrik, a little less than 16 when he 
moved to Grimstad. The father of both 
families had suffered financial ruin. n 
mother of both held to religious beliefs an 
was solicitous and indulgent of her E 
Moreover, the English Ghosts is not a fully 
satisfactory translation of the Norwegian 
Gengangere. The French Les Renenanis s 
much closer. Ibsen intended the play to sho 
how defunct beliefs from the past return tO 
affect attitudes and behaviour. . 
On the standards of 1881, Ghosts was à pi: 
frank statement of the part parents may p a 
in causing the illness of a son. Even in de 
every psychiatrist knows, a parent s s con 
vigorously against any such view of i aim 
The play was received with shock and be S 
throughout Europe, and Ibsen was T BREN " 
much public criticism and abuse. He heed xh 
reaction very quickly 4n Eneny of the de th 
which was published in 1882. The leac ic 
character Dr Thomas Stockmann - Ibsen 4 of 
born in Stockmannsgaarden in the midde 
Skien — earned this appellation when he in 
sisted on making known to the public that 2s 
water supply to the baths, which were @ d 
source of the wealth of the community, wi 
poisoned. Although a physician, who inm 
have known better, he was surprised that 1a 
truth should evoke such hostility and prov’ 
destructive. and 
The Wild Duck was written pedi M 
published in 1884. Like Ghosts it is a sa den 
although again like Ghosts there isa ere psen 
of comedy in it. After A Doll's House 
was no longer an optimist who saw hof d 
improvement in mankind through the p i 
of ideas and reform. He became a mdr 
defeatist. Retribution for faults committe 10 
the past is inevitable. The conditions dO ! 
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allow a life of truth and liberty. Mankind is 
doomed to fail. Note the pessimism of Ghosts, 
The Wild Duck, Rosmersholm, Hedda Gabler, 
The Master Builder, Little Evolf, John Gabriel 
Borkman and When We Dead Awaken. The 
Lady from the Sea, written in the summer of 
1888, is the exception, perhaps partly because 
some optimism was revived in him as a result 
of the good wishes expressed towards him 
by the public on the occasion of his 60th 
birthday, 20 March 1888. 

Wais (1931) attributed the change in Ibsen's 
Style and mood - the ‘caesura’ — to general 
Changes going on in European culture and 
literature, and dated it as 1880, although he 
remarked that Dr Rank in 4 Doll's House, a 
kind of middle-aged Oswald, foreshadowed it. 
It seems that at least as important, and perhaps 
much more so, were events affecting Ibsen 
more intimately. 

Helene Alving is searching for the truth, and 
insists on telling Oswald the truth about 
Regina and his father. Oswald suffers in con- 
Sequence a relapse in his illness. This illustrates 
the thesis, developed more fully in The n ild 
Duck, which is stated in this play by Dr Relling: 
“Take away the life-lie from the average man, 
and. , you take away his happiness.’ Gregers, 
Whose destiny is to be the thirteenth at table, 
and again in Dr Relling's words, ^an acute case 
of inflamed scruples’, is the champion of the 
antithesis and the apostle of truth. He seeks to 
Teveal what he sees as dishonesty 1n people s 
lives, whereas for Dr Relling the world is a 
Wretched place made tolerable only by 
‘romancing’. Hjalmar Ekdal, whose job is the 
retouching of photographs, lives comfortably 
in a world of half-truths and make-believe. 

The setting required by Ibsen’s stage direc- 
tions for the first act of The Wild Duck repro- 
duces accurately rooms familiar to Ibsen as a 
child in Fossum Gaard, a big house to be seen 
across the valley from Venstøp. Attached to 
Fossum Gaard was an iron-works, for which 
of course a great deal of timber had to be cut. 
Several of the guests at the party with which 
the play begins were given names of Skien 
citizens — Balle, Floor, Caspersen, and Sørby, 
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for instance (Host, 1967). The apartment in 
which the Ekdal family lived was very like the 
upper floor of Venstop, which had a similar 
loft. Specific mention is made of Harrvson's 
History of England and of pictures in it. This is 
one of the books left at Venstop by the sea 
captain who had lived there before the Ibsens. 
He was the model of the Flving Dutchman in 
the play. The bureau in the Ekdal's apartment 
was like Ibsen's mother's bureau at Venstop. 
Ibsen modelled the 14-vear-old girl in the play 
on his sister Hedwig and gave her this name, 
although there was also another model: a 
casual acquaintance at the time he was writing 
the play. Old Ekdal had suffered misfortunes 
like those suffered by Knud Ibsen and also 
Daniel Hejre. Old Ekdal and Knud Ibsen both 
had a liking for spirits and owed their mis- 
fortunes in some degree to their partners in 
business. Both kept hens. 


The portrait of the father 


In Peer Gynt the portrait of the father is no 
more than sketched and is peripheral to the 
main themes of the play. Its importance is that 
of explanatory detail. Daniel Hejre in The 
League of Youth is a minor character who 
makes the Scribe-like mechanisms of the plot 
work. In both Ghosts and The Wild Duck, on 
the other hand, the father is an essential 
character, although in Ghosts he does not 
appear on the stage. 

Ibsen held Chamberlain Alving responsible 
for the misfortunes of the Alving family, and 
made harsh judgements of him. On the other 
hand, he had it said of him that he had been a 
man of charm, great energy and vitality who 
had found no outlet for his exuberance in a 
small provincial town. Helene came to recog- 
nize that she had played some part in bringing 
about his debauchery. Yet his family suffered 
because of him. 

Old Ekdal lived on as a broken man, but 
evokes some sympathy and is allowed a certain 
dignity. He is a man who has been something 
in his time, although also there is much that is 
comic in him. It is a much kinder portrait. He 
is seen less as the author of his family's mis- 
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fortunes than as the scapegoat of his business 
associates. Ibsen must have largely forgiven 
his father (see Bull, 1928-36). 


The portrait of the mother 


Mother Aase in Peer Gynt and Helene 
Alving in Ghosts have much in common, 
although perhaps their differences are more 
obvious. In their relationships with Peer and 
Oswald, both are rejecting, demanding, indul- 
gent, and inconsistent. Both incapacitate their 
sons in achieving a sexual relationship with 
peers. Both are typically ‘double-binding’ on 
occasions. Peer manages sometimes to break 
out of the double bind; for example, in Act 1 
he says to his mother: "If I beat, or if Pm 
beaten, either Way you start your howling.’ 
Mother Aase is a major character in Peer 
Gynt, as Helene Alving is in Ghosts, but the 


character of Helene is worked out much more 
fully. 


The portrait of the author 

An author's personal experience is trans- 
ferred of course into all the characters of a 
play, but in each play there is one character, or 
two, who represents him especially — Peer 
Gynt, and Oswald, and in The Wild Duck both 
Gregers Werle and Hjalmar Ekdal, who repre- 
sent the two sides of Ibsen: the searcher after 
the truth, and the person in need of the comfort 
of fantasies and lies, In earlier drafts Gregers 
was called Halfdan ;and Hjalmar, Gregers and 
then Halfdan, Gregers and Hjalmar are a 


‘double’, one Opposing the other (Roger 
1970). i magny 


Note the similarities, 
Gregers all left home, a: 
earlier draft, 


Peer, Oswald and 
s Ibsen did. In an 
like Oswald, had 


The action of Peer Gynt extends over several 
decades, that of Ghosts within one day. The 
former play is an extensive study, the latter, 
an intensive study. But Oswald’s crisis, 
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brought on by the destruction of his FAASIS 
about his father and about Regina, might have 
been an incident in a life-story like Peer's. 
Both plays end with a reconciliation, Peer 
with Solveig, whom he is able to accept as à 
mother, and Oswald with Helene, in his pre- 
carious acceptance of his child-like dependence 
on her. 

Each of the plays makes explicit that the son 
has inherited characteristics from his father, 
Peer from Jon Gynt, Oswald from Chambe 
lain Alving, Gregers from Haakon Werle, Ext 
Hjalmar from Old Ekdal. In The Wild ae 
Ibsen put something of himself into Old Ek ns 
his liking for wearing medals and uniform, E 
instance, and, above all, his dependence 9 
fantasy. When Gregers insisted on ree 
the truth, Hedwig died, but Old Ekdal e 
Hjalmar survived because they were able 
resort to fantasy. 

Ghosts, An reso of the People and Le 
Wild Duck (like Brand) show the destruct! : 
effects of the truth. The Wild Duck shows tha 
the author had come to accept the ied 
for life-lies, and had recognized more fully pss 
in previous plays that he shared a great deë 
with his father. 


CONCLUSION he 
Evidence can be found in Ghosts ape e 
Wild Duck of the author's preoccupation hs 
his childhood and early adult life and of PS 
re-evaluation of his relationship with - s 
father. Ghosts seems also to mark a pee 
point in that it shows that he had lost ge 
that truth would prevail and bring à PBO 
world. This turning-point occurred in ree 
after he had written A Doll’s House and th a 
years or so after his father’s death. The "(he 
draft of Ghosts was in fact completed his 
fourth anniversary of his father's death. ts o 
Supposes that there was a delay in the effec not 
the bereavement, but such delays are 
uncommon in clinical experience. ex's 
Whether events other than his open P 
death contributed to the effects oa s 
question. Nothing happened dins sath 
years as important as his fathe 
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During thesummer of 1880 he was worried and 
disappointed by the refusal of the University 
of Oslo to admit his son as a student, and this 
revived his feelings of rejection by Norwegians, 
which were further confirmed by the reception 
of Ghosts. Sigurd graduated instead in Rome, 
where he completed his doctorate in 1882. He 


then joined the Norwegian Consular Service in 
1883, but the bonds between father, mother 
and son remained strong (B. Ibsen, 1948). 
However, the special characteristics of Ghosts 
and The Wild Duck are like those one would 
expect as a result of the death of his father. 
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Frames of reference in psychoanalytic psychology: 


VII. The topographical frame of reference: the Preconscious and the Conscious 


By JOSEPH SANDLER,* ALEX HOLDER? AND CHRISTOPHER DARE? 


A general outline of the topographical 
frame of reference has been given in an 
earlier paper (Sandler er al.. 19734), and the 
system Unconscious, which forms part of the 
frame of reference, has been discussed in the 
Previous paper in this series (Sandler ef al., 
19735). There the origin of instinctual wishes 
nd their primary-process transformation 
Within the Unconscious was considered, and 
it was pointed out that the wishes in the 
Unconscious can be considered as thrusting 
forward * blindly^ towards overt expression in 
Consciousness and behaviour, i.e. towards the 
System Conscious, The “seething cauldron’ of 
the Unconscious contains those sexual and 
aggressive wishes which have been dominant 
in the first vears of life and which have sub- 
Sequently become unacceptable to the more 
Organized parts of the apparatus, i.c. the 
Systems Preconscious and Conscious. The in- 
Stinctual wishes of the Unconscious are con- 
Stantly augmented through repression of 
*Xperiential contents (so-called ‘ideational 
Content’ as well as feelings), including later 
derivatives of childhood instinctual wishes. 
Onsigned to the Unconscious because they 
are also, for one reason or another, judged by 
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the mental apparatus to be unacceptable 
within the “higher” systems. 

In the topographical frame of reference the 
Preconscious lies between the Unconscious 
and Conscious systems. While its major func- 
tions are to protect consciousness from being 
overwhelmed by the forces of the Uncon- 
scious and to deal with these forces in such a 
way that they can find expression so as to be 
acceptable to the Conscious, it performs many 
other functions as well, and some of these 
will be discussed later in this paper, as well as 
certain important attributes of the system. 

It is worth recalling here that the three 
‘systems’ in the topographical frame of 
reference can be regarded as being separated 
by hypothetical boundaries which have been 
compared to the contour lines on a map 
(Sandler ef aL, 1973a). Moreover, the in- 
stinctual wish, which we regard as the basic 
unit in the Unconscious, is compounded of 
hypothetical instinctual drive energy and 
images which include ideational content repre- 
senting the ‘wished-for” situation. The latter 
includes some form of representation (or 
‘presentation’) of the person's own self as 
well as another person (or persons) who are 
the gratifying ‘objects’ of the wish. In addi- 
tion, there is an ideational representation of 
some act which would yield the type of 
instinctual gratification sought. 

Before proceeding to a discussion of the 
systems Preconscious and Conscious the 
notion of an ‘instinctual derivative’ should be 
considered. In general, a derivative of an 
instinctual wish may be conscious or un- 
conscious, depending on its topographical 
location in the apparatus. It is not the original 
instinctual wish itself, but a substitute for it, 
one which can indirectly provide some degree 
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of satisfaction of the instinctual wish from 
which it has been derived. Instinctual deriva- 
tives can take many forms, including dreams, 
sublimatory activities, daydreams, neurotic 
symptoms, hallucinations, parapraxes, forms 
of ‘acting out’, creative productions, play 
activities, transference manifestations and the 
like. 

All the types of derivative listed above are 
formed in the systems Preconscious and 
Conscious and should be distinguished from 
primary-process derivatives occurring within 
the system Unconscious (cf. Sandler et al., 
19735). In the previous paper we considered 
the way in which contents of the Unconscious 
impinge on the Preconscious in the course of 
their search for ‘discharge’, i.e. for surface 
expression. The primary-process functioning 
characteristic of the Unconscious is seen as 
entirely governed by the pleasure principle (or 
the pleasure-pain principle) without regard 
to the demands of reality. The present paper 
is devoted to a description and examination 
of the Preconscious and Conscious systems, 
including the way in which they function to 
harness and yet allow certain expressions of 
the instinctual wishes. And, as has been men- 
tioned previously, derivatives created in the 
Preconscious and Conscious Systems can be 
relegated to the Unconscious by the process 
of repression. Once this has occurred these 
derivatives enter into the content of the in- 
stinctual wishes in the Unconscious and are 
subject to primary processes. 


THE SYSTEM PRECONSCIOUS 


Within the topographical frame of reference 
the system Preconscious is thought to develo: 
gradually as a consequence of the psycho- 
logical interaction between instinctual wishes 
and impulses and the external world. Al- 
though the system only comes into existence 
in the course of the child’s dey 
Constitutional maturational 
thought to determine the mod 
tion within a single individual 
and contents increase in nu 


elopment, 
elements are 
€ of its evolu- 
l. Its functions 
mber and com- 
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plexity as this development takes place EE 
it can be considered to become increasingly 
differentiated from the system Unconscious. 
As we pointed out in the previous p 
(19735), the contents of the Unconsciot 
consist of inactive or quiescent elements as 
well as repressed unsatisfied instinctual wishes 
and their derivatives which are active er 
*cathected' by instinctual drive energy): A N 
these elements may at any moment be pd 
lated by the internal pressures of anye - 
mands or by the impingement of the exter 3i 
world. Thus, for example, primitive pet 
wishes may be aroused by sexual pen ne 
by the sight of an attractive sexual object » 
the external world. Even though wishes - 
the Unconscious may be extremely active m 
subject is not aware of them unless they m 
access to consciousness. If the wishes 
become conscious, this is usually in a Siue 
form. The area of the mental apparatus Es 
which instinctual wishes are examined, pw 
fied, permitted to proceed or are turned hich, 
is that of the Preconscious, a system W i 
as we have previously pointed out, Oe dler 
scriptively speaking, unconscious (San 
et al., 1973a).* Un- 
In contrast to the contents of the ude 
conscious, Preconscious contents me 
many diverse elements. In the first place >the 
are those primary-process derivatives ne 
instinctual wishes which are pressing en 
for discharge, and by reason of their pai the 
process transformation, have evade pre- 
‘censorship’ and have entered the, nat 
conscious. It will be remembered that mmis 
processes in the Unconscious, pariet hs 
displacement and condensation (Sandler ¢ si 
19736), allow constant and fluid chang? an 
the form of the instinctual wish, an ation 
appropriate primary-process transfor s to 
of the original instinctual wish happ E 
* Itisremarkable how often, even when ih i 
cally utilizing the topographical model. P jo" 
analysts underestimate or even ignore unm as if 
role of the Preconscious, and speak or WI" gus 


there were only two systems, i.e. the Une? 
and the Conscious, 
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occur, the wish, in its new form, is allowed 
by the censor to enter the Preconscious, al- 
though it may later be subjected to further 
modification or repression. Secondly, the 
contents of the Preconscious include mental 
representations which come about as a result 
of present and past interaction with the 
external world (as perceptually experienced 
via the various sensory modalities). Thirdly, 
we must include the products of imaginative 
(fantasy) and cognitive activity occurring in 
the Conscious and Preconscious systems. 

In other words, the Preconscious and its 
Contents arise as a consequence of influences 
from two sides: from the depths of the mental 
apparatus (the Unconscious) and from its 
Surface.* In addition, new ideational contents 
are constantly being formed within the Pre- 
Conscious itself. These include newly con- 
Structed thoughts, wishes and unconscious 
Wish-fulfilling daydreams. New derivatives of 
the instinctual drives, or further modifications 
and elaborations of previous derivatives (not 
Considered acceptable to consciousness), are 
elaborated in the Preconscious. In the con- 
struction of these "new products? the mode 
of functioning and the ‘rules’ followed are 
Vastly different from those which can be 
TeBarded as operating in the system Un- 
Conscious, We shall discuss these presently 
T reference to secondary-process functioning.T 


i Although the Preconscious is regarded as 
cing located, in this frame of reference, between 
the Systems Unconscious and Conscious, work on 
Subliminal perception suggests that conscious 
awareness of a stimulus from the external world 
I$ nota necessary precondition for mental regis- 
tration in the deeper systems. Freud seems to 
ave been aware of this problem during the 
Second phase, as can be judged by his indecision 
Whether to postulate a perceptual system as dis- 
tinct from the system Conscious or whether to 
Tegard them as one and the same system (the 
Cpt.-Cs.). Problems of this sort contributed to 
© growing need, towards the end of the second 
Phase, to develop a different model of the mental 
apparatus, i e. the structural model (Freud, 1923). 
The structural frame of reference will be discussed 
later papers in this series. 
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In the work of the Preconscious, a great 
deal of integration and synthesis occurs. There 
is a continuous interaction between the in- 
stinctual wishes and their derivatives, on the 
one hand, and mental contents (in the form 
of present percepts and ideas and memories 
of past experiences and thoughts) which are 
located in the Preconscious, on the other. 
The ‘necessities’, ‘demands’ and ‘limitations’ 
imposed by the real external world (as it is 
and has been perceived by the person) are 
taken into account. In doing this, the Pre- 
conscious may make use of its capacity to 
delay and control the peremptory instinctual 
wishes arising from the Unconscious which 
have penetrated into the Preconscious. This 
implies that the Preconscious system has the 
capacity to examine and scrutinize its own 
contents without these entering the system 
Conscious. 

The capacity to delay, control and organize 
within the Preconscious is a function of 
normal human development. The demanding- 
ness of the infant and the urgency with which 
he clamours for satisfaction reflect his in- 
ability to accept (or for his mental apparatus 
to impose) any delay in the gratification of 
instinctual wishes and in the gaining of 
sensual and aggressive satisfactions. In con- 
trast, most adults are able to accept postponed 
satisfaction (or even, to some degree, the lack 
of satisfaction) of direct instinctual wishes, 
or to accept such satisfaction in greatly dis- 
guised ways. This is a consequence of Pre- 
conscious functioning, which is, by definition, 
descriptively unconscious. 

Much of the activity of the Preconscious 
can be subsumed under the heading of thinking, 
and a substantial amount of problem- 


T It should be understood that in referring to 
‘mental content’, ‘ideas’, ‘images’, ‘memories’ 
and the ‘content of imagination and perception” 
we are referring to products of the activity of the 
nervous system and not to images which have a 
separate and autonomous existence in them- 
selves; and amongst ‘images’ we include forms 
of experiential content arising from any of the 
sensory modalities. 
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solving and decision-making is accom- 
plished within the system. Such decision: 
making can range from the “automatic 
adjustments while driving a motor-car (in 
response to traffic signals and to the behaviour 
of other drivers) to highly sophisticated 
creative work. 


Most striking at first is this appearance of sudden 
illumination, a manifest sign of long, unconscious 
prior work. The role of this unconscious work in 
mathematical invention appears to me incon- 
testable, and traces of it would be found in other 
cases...Often when one works at a hard ques- 
tion, nothing good is accomplished at the first 
attack. Then one takes a rest.. .it is more prob- 
able that this rest has been filled out with un- 
conscious work and that the result of this work 
has afterwards revealed itself... [Poincaré, 1908]. 


The Preconscious can function as it does 
because it has available to it a mass of 
memories of the real world which have re- 
mained relatively independent of the influence 
of instinctual wishes and their derivatives. 
This is not to say that artistic or scientific 
productions are always free of the influence 
of unconscious wishes: indeed, they 
themselves represent conce 
of such impulses. 


It must be emphasized that even the most 
reality-orientated habits and skills, normally 
functioning smoothly under the control of 
the Preconscious, can be disturbed by the 
influence of drive derivatives. If, for one 
reason or another, they become connected 
with instinctual wishes, become involved in 
the formation of a new instinctual drive 
derivative in the Preconscious, they may in 
turn be defended against in their role as drive 
representatives, with resulting pathological 
disturbance or inhibition of an otherwise 
perfectly normal function. From being con- 
flict-free they become drawn 
through their connexion with 
threatening instinctual wishes. 

The Preconscious is 
with the elaborati 
derivatives of insti 
the system Une 


may 
aled satisfactions 


into conflict 
unwanted or 


eminently concerned 
On of a great variety of 
nctual wishes arising from 
Onscious. Many of these 
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elaborations of relatively crude instinctual 
wishes are represented in the Preconscious by 
thoughts (regarded by Freud as ‘trial actions J} 
including both reality-orientated and logical 
thoughts, and the special variety of wish- 
fulfilling thought-constructions referred to as 
unconscious fantasies; and by combinations 
of the two. (In this connexion Freud (1921) 
distinguished between "freely wandering fan- 
tastic thinking" and ‘intentionally directed 
reflexion.) Like dreams, fantasies are e 
sidered to be attempts, at the level of push 
activity, to imagine situations which wou 
indirectly fulfil the instinctual wishes. Again. 
like dreams, these fantasies draw upon 
memories of real events and knowledge on 
the external world to clothe and to elaborate 
the underlying instinctual wish.* It is oe 
portant to note that the A ebd 
regarded as being able to make use of Te hë 
symbolism. If the unconscious fantasy i n 
Preconscious is permitted to reach the sy dm 
Conscious (either directly or in a disguise 
form), the result may be a conscious oed 
(daydream) or an expression of the idm 
scious fantasy-thought, propelled by the i. 
stinctual wish to which it is related. E T 
take the form of other derivative ipn 
(artistic works, symptoms, delusions. ei 
limations, etc.). Even when fantasies rat 
in the Preconscious they can tnfuens P 
ception, action and attitudes profoundly: 
Whereas the system Unconscious: we le, 
garded as following the pleasure aree i 
the Preconscious is subject to what 15 ^ 
as the reality principle. This refers t? the 
taking into account the realities et on) 
external world (as it is known to the emus 
in assessing the consequences of his [ape a 
Freud referred to the reality principle Jr, 
‘modification’ ofthe pleasure principle S vishe 
Immediate gratification of instinctual V 


Preconscious 


in- 


re 


«. one 
* The concept of unconscious namg » 
With a long history in psychoanalytic ‘ifere 
in the course of which a number of ‘idler 
meanings have accrued to the term (cf. d ed 
Nagera, 1963). The concept will be cons 
later in this series, 


king: 
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or their derivatives is delayed or abandoned 
if this threatens the self-preservative needs of 
the individual or his moral and ethical prin- 
ciples.* The reality principle plays a major 
part in the operation of the ‘second censor- 
ship’ between the Preconscious and the 
Conscious systems, but can be considered to 
be a dominant ‘principle’ in the functioning 
of the Preconscious as a whole, although the 
pleasure principle (which is entirely dominant 
in the Unconscious) also enters into Pre- 
Conscious functioning, although in a rela- 
tively subordinate role. However, it should 
be emphasized that although the Preconscious 
can be regarded, in one sense, as "set against’ 
the Unconscious, it also functions to permit 
instinctual wishes to gain access to con- 
Sciousness and to motility whenever possible, 
Provided that consciousness is protected from 
too great a quantity of pain or unpleasure. 
Some instinctual wishes are permitted to pass 
the censorship and to find ‘discharge’ without 
any hindrance, while others are modified so 
that they are acceptable, i.e. as far as con- 
Sciousness is concerned, their gratification 
does not cause conflict with the individual's 
Self-breservative interests, with his moral and 
Cthical standards, or with his concern for the 
Important persons in his life (present or past). 
hese modifications are often referred to as 
Compromise-formations. 


Secondary-process functioning 


We earlier characterized the mental pro- 
Cesses occurring in the Unconscious as being 
Subject to the laws of primary process (cf. 
19735). in which the characteristics of dis- 
Placement and condensation of ideational 
Contents and the instinctual energies attached 
to them are pre-eminent. Ideas, memories, 
Images and repressed fantasy content are 
treated as if they were the same. Primary 


* The inadequacy of the reality principle as an 
SXplanatory concept for such a variety of func- 
lions constituted a severe limitation on the topo- 
Břaphical model. We will elaborate on this 
Subject when we discuss the transition to the 
Structural model in a later paper. 
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process was described as being a consequence 
of the free mobility of instinctual energies 
and the absence, in the Unconscious. of logic, 
notions of time, of opposites, of contradic- 
tions and negation: furthermore there is a 
disregard of reality, and words are treated 
as ‘things’ (i.e. word-images) rather than as 
symbols. 

In contrast to this, the system Preconscious 
is said to function predominantly according 
to the secondary process, which is, develop- 
mentally speaking, the outcome of the in- 
fluence of the external world on the mental 
apparatus. This impingement brings about 
such Preconscious characteristics as the 
notion of causality, logic, a sense of time and 
an intolerance of ambiguity and contradictory 
elements. Most important, in the course of 
development, the system Preconscious be- 
comes, together with the Conscious system, 
that part of the mental apparatus in "which 
language can be used as an efficient tool for 
the manipulation of mental content. The 
acquisition of verbal symbols for things and 
for abstract ideas goes parallel with the 
diflerentiation between the Unconscious and 
Preconscious systems. Words can be used to 
harness and to attenuate the force of in- 
stinctual wishes. 

These processes are usually considered in 
terms of the hypothetical energies involved. 
In the Unconscious, instinctual energy is 
regarded as ‘free’ and ‘mobile’, and in 
primary-process functioning the whole quota 
of energy with which an ideational element is 
cathected may be displaced to some other 
element. In the Preconscious, however, the 
harnessing of the instinctual energy occurs by 
means of the binding of energy, and secondary 
processes (such as logical and reasonable 
thinking) are characterized by the displace- 
ment of only small quantities of energy from 
one mental content to another, in a ‘formal’ 
fashion. As Freud put it (1900): 


I therefore postulate that for the sake of efficiency 
the second system succeeds in retaining the major 
part of its cathexes of energy in a state of quies- 


cence and in employing only a small part on 
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displacement...the activity of...[the System 
Unconscious] is directed towards securing the 
free discharge of the quantities of excitation, 
while the...[Preconscious] system, by means of 
the cathexes emanating from it, succeeds in 
inhibiting this discharge and in transforming the 
cathexis into a quiescent one, no doubt with a 
simultaneous raising of its level... When once 
the second system has concluded its exploratory 
thought-activity, it releases the inhibition and 
damming-up of the excitations and allows them 
to discharge themselves in movement. 


The system Preconscious, as conceptualized 
in the topographical frame of reference, can 
be regarded as a coherent mental organization 
performing a number of functions which 
simultaneously serve the purposes of adapta- 
tion to instinctual wishes as well as adaptation 
to present and past demands of the external 
world. Some of these functions and capacities 
can be summarized briefly as follows, not 
necessarily in order of importance. 

1. The scanning of ideational input and of 
feeling states. Such Scanning is vital for the 
process of ‘censorship’, and occurs in regard 
to mental content arising from any source, be 
it the ideational content of instinctual wishes, 
revived memories of the past, or current 


perceptual content, before it is allowed access 
to consciousness. * 


2. The censoring of instinctual wishes and 
their derivatives. While this was described as 
occurring either at the hypothetical frontier 
between the Preconscious and the Uncon- 


scious on the one hand, and the Preconscious 
and the Conscious on the other, 


should be regarded as a function 


* The latter point raises 


censorship 
of the Pre- 


a difficult issue in this 
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conscious system as a whole. Moreover, it 
would seem reasonable to take the view, In 
this frame of reference, that it can occur at 
any point on the continuum from the depths 
to the surface of the Preconscious system. 
Derivatives of the Unconscious may be v 
sored (defended against) at any point at whic 
they produce conflict above a certain intensity 
in the Preconscious. Leod 
It should be understood that ‘censoring 15 
not only a process of blotting out, debarring 
or deleting from the system Preconscious. 
From the point of view of this system it -— 
also involve the active modification omer 
ening content, so that it can be given a s 
and more acceptable form. It ie M 
‘rewriting’ as well as * blue-pencilling ". z 
3. The laying down of organized een 
Systems. ‘Memory’ in regard to the 5 
Unconscious can be regarded as being wo 
on memory-traces which can be cathecte a 
instinctual energy, giving rise to the ideatio! i 
content of instinctual wishes. The ' — 
of the Unconscious are linked together BY 
simple association and have no formal or£? ry 
ization. In contrast, the organized wr 
System of the Preconscious is Ee ate 
such a way that memories of the past ^d 
within certain limits, be sought for, E 
nized, retrieved and orientated. This poene 
imply a sort of ‘filing system" which ee 
for the recognition and recall of ‘ap P TOP ng 
memories for such processes as thin - 
problem-solving, fantasying, orientatio! 
self in time and space, etc. . acity: 
4. The testing of reality. This — the 
developing under the dominance © to be 
‘reality principle’, enables a distinction sies 
made between what is ‘unreal’ (fant? and 
memories of the past, thoughts, pt 
representations of ‘material’ Or woh aris 
reality, i.e. mental representations whic rea 
as a result of the perception of something nal 
in the external world. (The term ‘eX The 
world’ includes the person's own bodY "1s 
capacity to distinguish between what s mag 
and what is ‘unreal’ (‘conjured up’ in 7^: 
nation, memory or thought, etc.) is a fu 
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of development and is thought to be non- 
existent early in life when real wish-fulfilment 
and hallucinated wish-fulfilment are confused. 
The content of nocturnal dreams is not nor- 
mally subjected to reality-testing during 
dreaming, but daydreaming, on the other 
hand, carries with it the stamp of unreality 
(Sandler & Nagera, 1963). Although all these 
activities are described as if they involve 
Consciousness, it is assumed that they can 
Occur in the Preconscious system, i.e. can be 
descriptively unconscious. 
_ 5. The binding of psychic energy. The bind- 
'ng of mental energy is regarded as a pre- 
Condition for secondary-process functioning 
in that the latter involves the manipulation of 
Small quantities of energy. It implies the 
Capacity in the Preconscious to inhibit and to 
Control large quantities of instinctual energy 
and the pressure towards their discharge. By 
Means of such binding of energy, contents 
from the Unconscious can be handled in the 
Teconscious, and the result of the energic 
inding processes in the Preconscious is that 
the imperative quality of the wishes derived 
rom the instinctual drives is diminished. 
his diminution may be temporary, repre- 
Senting a ‘holding’ of the drive energy 
“athecting the instinctual wishes or their 
Tivatives, while the Preconscious attempts 
to find a solution to the conflict which the 
Peremptory instinctual wishes may arouse. 
'S conflict-solving function involves the 
Secondary process, ie. the manipulation of 
Small ‘sample’ quantities of energy in thought 
ne fantasy, Of course, if no other solution can 
© found, repression of the instinctual wish 
may be the outcome. Bound energy is also 
sed in the construction of enduring organiza- 
lions (such as the memory and thinking 
°rganizations) within the Preconscious.* 
6. Control of access to consciousness and 


«,. The psychoanalytic psychology of energic 
binding: is complicated, abstract and, in our 

Tien theoretically relatively unnecessary (cf. 
Olt, 1962; Gill, 1963). We have given what we 
lieve to be the minimum account for this frame 
reference, 
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motility. Such access is dependent on the 
assessment of and modification to any mental 
content pressing forward through the Pre- 
conscious towards ‘discharge’ (in particular 
those contents which have come to represent 
instinctual wishes or their derivatives). In this 
sense the Preconscious functions to protect 
consciousness from being overwhelmed by 
unpleasant experiences and to prevent the 
individual from acting in a way which is a 
potential source of danger to his life, his 
reputation, his self-esteem, his moral value- 
system, etc. In the widest sense, these self- 
preservative trends have been subsumed under 
the notion of the reality principle. 

7. Control over the development of affects. 
While the generation of affects is regarded as 
a consequence of repression (the energy of 
the repressed instinctual wish being capable 
of being transformed into an affect), the 
Preconscious can prevent its development and 
access to consciousness by exercising control 
over the energy cathecting the instinctual 
wishes as well as over the ideational content 
of such wishes. By means of ‘successful’ 
repression, which includes the repression of 
the instinctual energy in the wish, the Pre- 
conscious is thought to be able to prevent the 
generation of affect, although its powers in 
this respect are less secure than in regard to 
the control of access to motility. This is in 
part due to the assumption, in this frame of 
reference, that instinctual drive energy con- 
nected with repressed ideas may be converted 
into anxiety.T 

T In the second phase affects were seen more 
or less entirely as drive derivatives. Freud's well- 
known ‘first theory of anxiety" postulated that 
anxiety represented a transformation of the in- 
stinctual drive energy of repressed contents. The 
second theory of anxiety was put forward in 
*Inhibitions, Symptoms and Anxiety’ (1926) and 
is radically different in nature. This ‘third phase” 
theory introduced the concept of ‘signal’ anxiety, 
arising within the ego, and saw it as the main 
motive for defensive action. Thus in the first 
theory the view was that defence leads to anxiety, 
while in the second theory it was that anxiety 
leads to defence. 
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8. The use of defence mechanisms. Apart 
from repression, the Preconscious may make 
use of other defences (e.g. projection, rational- 
ization) in order to deal with conflict by 
modifying the content of the instinctual wish. 
In contrast to repression proper, which rele- 
gates the instinctual wish or its derivative to 
the Unconscious, there are certain other 
defence mechanisms which allow instinctual 
derivatives to proceed on their path to con- 
Sciousness in an altered form.* Thus, for 
example, an unconscious aggressive wish to 
attack someone may be transformed by pro- 
jection into a belief or anxiety that one will 
be attacked by another person. 

9. The construction of imaginative products. 
The Preconscious may permit otherwise un- 
acceptable derivatives of the Unconscious to 
Teach consciousness by constructing wish- 
fulfilling fantasies in the form of ‘imaginative’ 
or ‘creative’ productions. When such pro- 
ducts reach the Conscious system they have 
an appropriate ‘label’ (e.g. of *daydream’) 
attached to them, so that they are not con- 
fused with the perception of reality. Similarly, 
instinctual wish-fulfilments may be permitted 
in the production of works of art, story- 
telling, etc., when they would not otherwise 


be permitted access to motility or to 
consciousness. 


* The role of rationalization as a Preconscious 
process has been underestimated in the psycho- 
analytic literature. While rationalizations may be 
conscious attempts at self-justification (for a 
previous, eurrent or contemplated act or attitude), 
rationalization occurs actively in the Precon- 
scious as a means of dealing with conflict by the 
formation of a further derivative in which the 
individual feels righteous and justified. A striking 
example of the way in which this occurs is when 
à subject is given a post-hvpnotic Suggestion to 
perform an irrational act, and creates a justifi- 
cation for the performance of that act. That such 
rationalization occurs preconsciously is shown by 
his own conscious belief in the validity of the 
rationalization he has constructed. To paraphrase 
Freud, it is as if the rider may believe that he is 


in charge of the horse, but is actually being taken 
where the horse wants to go. 
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10. Symptom-formation. If repression of an 
instinctual wish or its derivative cannot suc 
cessfully be carried out, and if it pag 
permitted expression in any other form, | : 
Preconscious may construct a compromise 
formation in the form of a neurotic symptom. 
Such symptoms are felt by the system os 
scious to be alien intrusions, over which t^ 
individual feels he has no control. 


THE SYSTEM CONSCIOUS 


— ` reference the 
In the topographical frame of i 
system Conscious is regarded as the 


superficial of the three systems which ien 
stitute the mental apparatus. Tonata 
depth it is bounded by the Preconscious. ster 
which it shares a great number of — a 
istics (c.g. secondary process, ia roe the 
etc.). For the purpose of this sagem s 
perceptual apparatuses can be regal f the 
representing the surface boundary E ores" 
Conscious, open to the reception of im} the 
sions arising from sources external 5 frorn 
mental apparatus, i.e. from stimuli both bodY 
the external world and one's own ect 
(kinaesthetic, proprioceptive, visceral, wade 
t In a previous footnote reference was T 2 
to the difficulty inherent in this frame of re 
in regard to !pre-perception'. There Con work 
doubt that the process of + perceptio! aware” 
(Sandler, 1960) which precedes conscious © 
ness must be allocated to the Preconsciou® ne 1, 
ever, for purposes of exposition it will be er mos 
except where otherwise indicated, that ^ and 
superficial surface of the mental appar? cei 
of the system Conscious is that xem 1t 
perceptual content from the rag 10 
should also be emphasized that !n E ner? 
graphical frame of reference as descr! is which 
the emphasis is on a mental appara ures p 
functions primarily to deal with the PES on " 
the instinctual drives and their derivat ne a 
this reason the notion, held by Freud af on scr 
during the second phase, of the ope m p 
as being separate from the perceptual ae oft 
not be pursued, nor will the vicissitl® event 
relationship between the two and es 
amalgamation into one system (the acco" 
Conscious’ or Pcpt.-Cs.) be taken inte 
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We have previously attempted to make it 
clear that the svstems Unconscious and Pre- 
conscious are descriptively unconscious. The 
System Conscious, on the other hand, is that 
part of the mental apparatus, within which 
the quality of consciousness becomes attached 
to mental contents. Descriptively speaking, 
all the contents (ideas, feelings, etc.) are 
conscious. However, it is clear that at any 
one time only a very limited range of contents 


can have this quality of consciousness. There 
are also different qualities of consciousness 
ranging from that of vivid perception of 
external events to fleeting daydream-thoughts 
“at the back of one’s mind’. Normally the 
greatest degree of vividness is attached to 
Perceptions arising from sources external to 
the mental apparatus (i.e. at what is described 
at the most superficial part of the Conscious), 
but this is not always the case, as for example 
in hallucinations and nocturnal dreams. 
Similarly, contents arising from within the 
Apparatus are thought of as entering the 
Conscious system at its deeper boundary 
(e.g. daydream-thoughts and other ideas). It 
'S assumed that stimuli external to the appara- 
tus have to overcome a certain threshold (the 
Stimulus barrier) before giving rise to conscious 
eXperience (sce Fig. 1). 
he notion of attention is a very important 
One in considering the functioning of this 
System, In brief, the system Conscious com- 
Prises those contents entering from the side 
Of the Preconscious or those experiences from 
the external world or the body which are 
"ceiving some degree (however little) of 
Attention at any one time. When conscious 
Attention is completely removed from such 
Contents they can be regarded as becoming 
Preconscious, i.e. have become part of the 
Contents of the system Preconscious. * 
he contents of the system Conscious have 
Something of a ‘fleeting’ quality about them, 
spite the considerable intensity with which 
SY may be experienced. In order to survive, 
€ individual, whilst awake, has to pay con- 
Stant attention to new perceptual experiences, 
MP t9 Changes in perceptual input, although 
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the quality and intensity of the attention may 
vary. He may be carefully scrutinizing his 
environment, or be ‘lost in thought’. 

In describing the differences between con- 
scious and unconscious processes Freud 
(1925) described the nature of the processes 
involved by drawing the analogy with a par- 
ticular type of toy for children, known at 
that time as the "mystic writing-pad'. This 
still exists in a similar form today. It is a pad 
covered with a clear celluloid or plastic surface 
backed by a block of wax (or a piece of board 
coated with wax or similar substance). Using 
a stylus the pad can be drawn or written upon. 
The drawing or writing can be made to dis- 
appear by separating the clear surface from 
the underlying wax, and the pad immediately 
becomes clear and ready to be used again. 
` But it is easy to discover that the permanent 
trace of what was written is retained upon the 
wax slab itself and is legible in suitable lights." 
The wax slab is likened to that part of the 
apparatus which retains impressions outside 
consciousness, while the clear surface corre- 
sponds to the system Conscious. 


* Paradoxically, investment with attention is 
not the same 
attention can be paid to certain types of experi- 
ence, without the person being aware of this at 
the time. In addition, the exercise of repression 
may force conscious content out of consciousness 
even though attention has not been wholly with- 
drawn from the content. i 

In line with the importance given to ideas of 
mental ‘energy’, attention is considered to be ‘an 
investment with attention cathexis^, i.e. an invest- 
ment of an experiential content with a charge of 
energy. This is not the freely mobile instinctual 
energy of the Unconscious, nor the 'bound^ 
energy described in regard to the Preconscious, 
but a special * mobile" and * neutral energy, nor- 
mally free from sexual and aggressive qualities, 
which is at the disposal of the systems Pre- 
conscious and Conscious. As Freud put it (1900): 
‘The system Pcs. not merely bars access to 
consciousness, it controls access to the power 
of voluntary movement and has at its disposal 
for distribution a mobile cathectic energy, a part 
of which is familiar to us in the form of attention." 


as consciousness. Preconscious 


152 


J. SANDLER, A. HOLDER AND C. DARE 


System Preconscious 


Contents deriving from 
the Unconscious and the 
Preconscious 


System Conscious 


—— Stimulus barrier 


Perceptual contents 


s gous 
cca DM Censorship between Conscie 


: sms 
and Preconscious syste 


jd have 
: T€ xternal world ha 
Fig. 1. Diagram illustrating the way in which contents arising from the gia iun in while 
to overcome the stimulus barrier to enter the most superficial layer of abs ege undo 
those contents arising from within the apparatus pass the censorship and ente 


from its ‘deeper’ end. 


It is clear from so-called ‘automatic’ 
actions, slips of the tongue and other para- 
praxes that there can be motor expression of 
instinctual wishes or their derivatives which 
bypass the Conscious system. We have noted 
previously that many well-learnt skills achieve 
a high degree of autonomy and can be per- 
formed without the need for conscious 
attention, even though such attention is neces- 
sary while the skill is being acquired. Nor- 
mally, however, the system Conscious is 
directly involved in purposive action, includ- 
ing the obtaining of direct or indirect 
instinctual drive satisfaction. 


Access to the system Conscious from below 
is controlled by the censorship operating 
within the Preconscious. Although there can 
be voluntary withdrawal of co 


nscious atten- 
tion, the determining factors for this with- 
drawal are usually operating at a preconscious 
level. For example, reality-testing, in the 
topographical frame of reference, is largely a 
function performed by the system Precon- 
Scious. However, imaginative contents can be 
fully conscious alongside a conscious know- 
ledge that they are not real. In this way, quite 


unbridled instinctual wish zu 
enter the system Conscious In in princi 
daydreams but because the TERNET ien ; 
also operates within the system d f 
such derivatives are not peo. ns of 
discharge in motor action. The a wed 
instinctual wish derivatives tO fantasies G 
into the system Conscious as ta rolon e 
daydreams is intensified by the P m 
absence of actual gratification. - cio" 

We have not dwelt on the ar vali 
in detail because, apart from à he be 
(notably the existence of consc ái eT 
shares many of the characteristics mple: ee 
conscious (but not all-for exa pi^ 
mechanisms of defence fant e d 
sciously). As with the dace m Ti 
the operation of the reality ae more 
reality-testing, although these 2 in ". 
fluential in the Conscious than ary P ues 
conscious. Similarly we find ect pr? 
functioning and occasional PT! 
manifestations. fi 

In the topographical frame of be us 9 
have presented the mental apP* : com? 
Were composed of three separ 
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ments-the systems Unconscious, Precon- 
scious and Conscious. However, while this is 
useful for purposes of exposition and presen- 
tation, it is valuable to regard the topo- 
graphical schema as being, to a certain degree, 
à continuum. We can see the division between 
what is conscious and what is unconscious as 
being a matter of degree. Further, the censor- 
Ship can be regarded as operating over the 
Whole range of the Preconscious, more 
Stringent at its superficies and relatively lax 
at its depths. Similarly, there would appear 
to be a case for regarding the relative domi- 
Nance of secondary process over primary 
Process functioning as being greatest towards 
the surface of the apparatus, least in the deep 
Stratum of the Preconscious, and absent in 
the Unconscious. 

It is evident that the topographical frame 
Of reference has many limitations, many of 
Which prompted the formulation of the 
Structural model, from 1923 onwards. We 
have previously stressed the relation of the 
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topographical model to the psychoanalytic 
technique of the second phase, and it should 
be understood within that context. 


ACKNOWLEDGEMENTS 


This work was conducted at the Institute of 
Psychiatry, University of London, in collabora- 
tion with the Index Project, The Hampstead 
Child-Therapy Clinic, London, and was sup- 
ported by a grant from the Foundation for 
Research in Psychoanalysis, Beverly Hills, Cali- 
fornia. The Hampstead Child-Therapy Clinic is 
an organization which is at present maintained 
by the Field Foundation Inc., New York; the 
Foundation for Research in Psychoanalysis, 
Beverly Hills, California; the Freud Centenary 
Fund, London; the Anna Freud Foundation, 
New York; the Grant Foundation, Inc., New 
York; the Andrew Mellon Foundation; the 
National Institute for Mental Health, Bethesda; 
the New-Land Foundation, New York; and a 
number of private supporters. 


REFERENCES 


Freup, S. (1900). The interpretation of dreams. 
S.E. 4.5. 

FREUp, S. (1911). Formulations on the two prin- 
Ciples of mental functioning. S-E. 12. 
REup, S. (1921), Introduction to J. Varendonck's 
The Psychology of Day-Dreams. S.E. 18. 
REUD, S, (1923). The ego and the id. S.E. 

9. 


FReup, s, (1925). A mote upon the "mystic 
F Writing-pad’. S.E. 19. 
REUD, S. (1926). Inhibitions, symptoms and 
anxiety, S.E. 20. " 
ILL, M. (1963). Topography and Systems in 
Psychoanalytic Theory. New York: Inter- 
National Universities Press. . 
OLT, R. R. (1962). A critical examination of 
Freud's concept of bound vs. free cathexis. 
7. Am. psychoanal. Ass. 10, 475-525. 


Ir 


PoixcARÉ, H. (1908). Mathematical creation. In 
B. Ghiselin (ed.), The Creative Process. New 
York: Mentor Books, 1955. 

SANDLER, J. (1960). The background of safety. 
Int. J. Psycho-Anal. 41, 352-356. 

SANDLER, J., HOLDER, A. & Dare, C. (1973a). 
Frames of reference in psychoanalytic psycho- 
logy. V. The topographical frame of reference: 
the organization of the mental apparatus. Br. 
J. med. Psychol. 46, 29-36. 

SANDLER, J., HOLDER, A. & Dare, C. (19735). 
Frames of reference in psychoanalytic psycho- 
logy. VI. The topographical frame of reference: 
the Unconscious. Br. J. med. Psychol. 46, 
37-43. j 

SANDLER, J. & NAGERA, H. (1963). Aspects of the 
metapsychology of fantasy. Psychoanal. Study 
Child 18. j 


MPS 46 


Br. J. med. Psychol. (1973), 46, 155 
Printed in Great Britain 


Ego dysfunction in stuttering and its relationship 
to the subculture of the nuclear family: a predictive study based 
on the bio-adaptive theory of stuttering. II 


By ELEANOR S. WERTHEIM* 


The bio-adaptive theory of stuttering, pro- 
Posed by the author, has been described in 
detail ina previous paper (Wertheim, 1972). 
In accordance with the theory, a specific ego 
dysfunction, in self- and interpersonal per- 
ception and language, provides one of the 
Suflicient conditions for the disorder. The 
theory postulates that under certain con- 
ditions, e.g. in monosymptomatic stuttering, 
the specific ego defects of the offspring are 
Sociogenetically transmitted (Waddington, 
1961) by the nuclear family. The present paper 
describes a controlled study, undertaken to 
test these predictions. 


SPECIFIC AIMS OF THE STUDY 


The study is based on the particular- 
developmental model of stuttering outlined 
the bio-adaptive theory (Wertheim, 1972a). 

ccording to this model, it could be expected 
that, in comparison with a normal control 
Broup, the experimental group, consisting of 

Oys monosymptomatic for stuttering and of 
their parents, will differ in a specified direction 
IN regard to: (1) perception of compe- 
tence, self-regulation and personal autonomy, 
including the meaning of language as com- 
Munication: (2) use of interpersonally mean- 
Mgful words: (3) the degree of intra-familial 
Semantic congruence: (4) perceived and actual 
Characteristics of the family power system. 

. These variables are operationally defined 
IM the section ‘Experimental Design and 
&chniques of Investigation’. 


Wi Department of Paediatrics, University of 
elbourne, Australia. 


SAMPLE 


The sample consisted of 16 experimental 
and an equal number of control families. A 
family unit was composed of the father, 
mother and, respectively, a stuttering or a 
non-stuttering natural male offspring, ranging 
in age from 74 to 104 years. All boys were 
free of significant physical and emotional 
abnormalities or symptoms, except for stutter- 
ing in the experimental group. Their school 
performance was average or better, as rated 
by the teachers. The parents were native 
English-speakers. All families were intact. The 
details of sampling are given in Appendix 1, 


EXPERIMENTAL DESIGN AND TECHNIQUES 
OF INVESTIGATION 


The design of the study provides for three 
sources of data: (1) picture tests designed by 
the author to elicit perceptual attitudes 
(Klein, 1970) and aspects of semantic func- 
tioning of individual members and of the 
family as a group: (2) a questionnaire, 
similarly designed, to elicit reports of the 
child's development history and of his and 
the family's current daily functioning in areas 
relevant to the study: (3) a procedure for 
direct observation of family interaction, 
modelled on the revealed differences tech- 
nique (Strodtbeck, 1951). 

The test of perceptual attitudes, called the 
Interpersonal Situations Test (IST). gives 
information about each family member's 
general perceptual concepts of family cohesion 


and of individual competence, self-regulation 
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and autonomy. Competence is defined as age- 
and sex-appropriate control over one's body 
and the physical environment (skills, abilities). 
Self-regulation is defined as age- and sex- 
appropriate control over one's emotional and 
moral functioning. Autonomy is defined as 
age- and sex-appropriate control of relation- 
ships in interpersonal transactions and in- 
cludes control via action and/or via verbal 
communication. These definitions hold for 
socioculturally homogeneous populations. 
The IST is objectively scored on the basis of 
operationally defined criteria. Altogether, 
there are six rating scales: a Competence 
scale (C), a Self-regulation scale (R), a Verbal 
Communication scale (Vs), two Autonomy 
scales (AD and Ad) and a Family Cohesion 
scale (Fs). A set of qualifiers, used in con- 
junction with the Fs scale, makes it possible 
to identify family members, perceived by the 
respondent as dominant in dyadic and triadic 
intra-family relationships. The details of 
scoring of the IST are given in Appendix 2. 
The second picture test, the Word Test 
(WT), provides an objectively derived measure 
of an aspect of semantic functioning, as re- 
flected in a choice of word meanings. For 
each word there are four pictorial alternatives, 
designed according to a developmental con- 
tinuum of syncretic (two grades), concrete 
and abstract meaning (Wertheim, 1972b). 
Each of these is precoded. The code number 
of the picture, rated as providing the best 
approximation of the given word meaning, 
constitutes the score. For further details of 
this test, see Appendix 3. 
The Questionnaire taps the individual mem- 


ber’s perception of their own and of the other 
family members" competence, self- 


autonomy and their actual family li 
is based partly on frequency cou 
ponses and partly on an Operation 


coding system. Further details 
Appendix 4, 


ELEANOR S. 


regulation, 
fe. Scoring 
nts of res- 
ally defined 
are given in 


The Broup procedure involves readmini- 
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WT to the fami DEM 
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response. The principles of scoring are s 
same as those used in individual admini 
stration (Appendix 3). In addition, the time 
taken by each family in arriving at a group 
decision for each word is recorded. 

The above techniques were designed " 
explore experimentally the construct : es 
‘power’ as a dimension of personality eir 
family systems (Wertheim, 1972a). ‘Pow At 
is used here as a higher order construct. a 
the level of the personality system, its vues 
components are, as defined, p epe 
Self-regulation and Autonomy. At the oa 
of the family system, ‘power’ is na PA 
terms of the Structure of the system an A 
Dominant Systems of Control and pet i 
characteristic for the group as à wh 
(Bernstein, 1970). ; ental 

One of the objectives of the experim the 
design was to obtain comparative data rE 
quality of ego functioning and the indi a 
sense of power of the mothers, n 
their sons. Another objective was tO uch 
mine if there is a relationship between 5 
individual functioning of family members 
the functioning of the family as a 
system. These issues were investigated, " 
complementary multilevel data, wer 
the levels of general perceptual n 
(IST), self-reported family reality s n 
naire), objectively measured individua rac jon 
tic functioning (WT) and family int€ gjs- 
(WT, revealed differences technique’ 
cussion time measures). 


Experimental procedure vi 
The research team consisted of the expert 
and a speech therapist (K.C.)- bac wa 
mental procedure was standardized. ich cO" 
taken to prevent communication wr , TH 
contaminate individual or group d voy 
Speech behaviour of the experimen | 
was examined under standard ud 
quantitatively assessed from recor : 
Samples by the speech therapist- 
also tape-recorded the family group 
and stored the tapes. ven 
The results of the study are IV 
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[X] 


Not significant 


Fig. 1 (a). IST: perceptual attitudes. (C, R, Vs, AD, Ad, Fs.) 


next Section, except for the data bearing on 
he children’s developmental history (ques- 
sOnnaire), omitted for reasons of space. The 
Ne is divided into two parts. Part I deals 
t the findings of the IST and the Question- 
ries as related to perceptual function. These 
Ndings are discussed in subsections 1-6. In 
rach subsection except the last the results 
“aring on General Perceptual A ttitudes (IST) 
"UR On Perceived Personal Reality (Question- 
naire) are separately discussed and juxtaposed. 
At the end of each subsection there is a 
"Ummary and Conclusion’, in which the 
Wider theoretical implications of the data are 
Considered, Part II deals with the findings of 


the WT, as elicited in the individual admini- 
stration of the tests and in the family group 
procedure. These findings bear on semantic 
functioning and are discussed under two main 
headings (subsections 1-2). The findings re- 
ported in Parts I and II and their overall 
implications are integrated in the final section. 


FINDINGS AND DISCUSSION 
Part 1: Perception (IST, Questionnaire) 


Guide to the figures. Figs. 1(a, b) and 2 (a, b) 
summarize the IST and Questionnaire findings 
in a diagrammatic form. The findings are 
based on frequency scores. The comparisons 
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Fig. 1(b). IST: perceptual attitudes. Details of AD, Ad, Fs. 


between the experimental and control families 
are based on group results for mothers, 
fathers and sons. Statistically significant and 
non-significant results, as well as tendencies, 
are shown. The accepted level of significance 
Was set at P < 0-05. The actual range of 
probabilities varies from P < 0.5 to P< 
0-001. Where 0-05 < p < 0-10, this is shown 
às a tendency. Moving from the periphery of 
the Square towards the centre, the outer band 
Tepresents the comparative results of the 
experimental and control mothers; the middle 
band, for the two groups of fathers: and the 


, for the groups of sons, The 


» as related to the 
group differences betwee 
and control families for e 
Fig. I (a) 
Interpersonal 
9n perceptual 
Competence (C) 


r, son 
n the experimental 
ach variable, 
summarizes the results of the 
Situations Test (IST) bearing 
attitudes (Appendix 1) to 
Self-regulation (R), Inter- 
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personal Relations (AD. jene ie Famil! 
Function of Language (Vs) anc s mparise? 
(Fs). The AD, Ad, Vs and Fs “scores 0 
were based in this case on E ad 
each variable. A total score was € ; vidt 


me scdlee Soa 

for the AD, Ad, Vs and Fs sis pu" 
analysed using the 7 test, as this i uf 
and relatively insensitive to dep? ne Man gf 
data from normal distribution. c and ys 
Whitney U test was applied in th 
the data for scales C and R. 

Fig. 1(b) gives significant deta dix 2^. tes 
Ad, Vs and Fs responses (Apper ametti? 
Were analysed using a non-par* 
based on a binomial distributi n e 

Fig. 2(a) summarizes the pat aif? 
members, as given in the Quest! 
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rasons of space, not all the questionnaire 
dn are included. For the same reason, 
in “sures of intra-family agreements, obtained 
Addition to inter-group comparisons, are 
d given. _The Questionnaire data were 
8 Ysed using 2 x 2 contingency tables (chi- 
í um and Fisher exact probability tests), 
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Fig. 2(b) is a continuation of Fig. 2(a). 
n 9 facilitate a comparison of general per- 
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2(a). Questionnaire. Functioning of family members: individual reports. 


with reports bearing on the informant's 
perceived, relevant personal reality (Question- 
naire), Figs. l(a,5) are discussed in con- 
junction with Figs. 2(a, b). For ease of orien- 
tation, where possible, each main variable is 


plotted on the same side of the squares. 


1. Perception of competence 

General perceptual attitudes (Fig. | a) 
Both parental groups in the experimental 
families perceive the negative and Positive 


extremes of Competence more often than 
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Fig. 2(b). Questionnaire. Family power System: individual reports. 


their control counterparts. The stuttering boys 
perceive only the positive extreme of Com- 
petence more often than the control boys. 
On the negative extreme there is no statistical 
difference between the two groups of boys. 
By contrast, each group in the control 


families more often has a perceptual concept 


of Competence as being in the average range 
of adequacy. 


Perceived personal reality (Fig. 2a) 

Comparing the above 
in Fig. 2(a) it will be se 
boys do 


with the results given 


en that the Stuttering 
think of themsely 


ar. At the same 
achievement, e.g. 
Ses they rate their 


 arogress 
sample selection, they judge their ves rates 
below average. None of the contro 
himself in this way. -antal f 

As for the parents, the experimen ape a 
view themselves as superior m s an go? 
and are judged so by their weed an 
more often than found in the jet ay a 
although the experimental and cO educ? Ji 
do not differ significantly in the! c ast 
and social status. This, again, 15 !? on 
control families who, in their get 
see the father and the son as nO" . 
quate more often than is found her$ 
mental families, The control fat? m 
their wives as normally adequate 
than the experimental petto 
significant difference in the eV? 
mothers’ Competence as give” 
groups of mothers and the two 8 pas 

Using the control groups a5 ^ ater 
Parison, the above picture ÍS ! 
follows, 


pers 
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The stuttering boys have more often a 
bipolar self-perception in terms of unrealistic 
Negative and positive extremes of Competence. 
However, in dealing with external reality, 
they more often expect to find a superior 
degree of Competence. By contrast, the 
€xperimental mothers and fathers interpret 
external reality more often in terms of one or 
the other extreme of Competence. In terms 
of self-perception, the fathers more often 
Stress the positive extreme and are supported 
In this by the family subculture, i.e. their 
unrealistic, grandiose self-perception is con- 
Sensually validated by the experimental 
Mothers and sons. The experimental mothers 
do not build up their own Competence and 
are less often supported by their husbands 
than the control mothers, i.e. they are less 
Often perceived as having adequate Com- 
Petence. In the light of the overall findings, it 
'S likely that, in everyday life, the experi- 
Mental mothers, by comparison with the 
control mothers, more often vicariously iden- 
tify with the fathers’ proclaimed superiority 
'^ this area of functioning. 


Summary and conclusions 
l. Perceptual attitudes to Competence bear 
? general relationship to personal functioning, 
le. realistic perceptual attitudes coincide with 
î realistic personal adaptation and vice versa. 
2. Families in which it is more common for 
the parents to have a defective concept of 
their own Competence more often have sons 
Showing a similar defect. Conversely, families 
in Which it is more common for the parents 
9 have a normal concept of their own Com- 
Petence more often have sons who show no 
“tious distortions in this aspect of ego 
ünctioning. More specifically, where the 
amily subculture functions to bolster the 
Parents’ unrealistic sense of superior Com- 
Petence and permits them to project a sense 
°Xcessive inadequacy, the offspring may, in 
Sllusion with the parents, incorporate into 
S own personality structure their projections 
adequate Competence and their omni- 
Potent adaptive strategy. This kind of com- 
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plementary relationship appears to operate 
more often in the experimental families, par- 
ticularly between the fathers and the sons who 
stutter. By supporting the fathers’ omni- 
potent self-perception in the framework of 
the family, the mothers reinforce the salience 
of the association between being a male and 
having a superior degree of Competence. 
Others have also stressed the importance of 
maternal approval of the spouse as a critical 
factor in the son’s identification with the 
father (Johnson, 1963; Becker & McArdle, 
1967). 


2. Perception of self-regulation 


General perceptual attitudes (Fig. 1a) 


With some exceptions, the two types of 
families differ less on this variable. These 
exceptions occur in relation to extreme posi- 
tions on the scale, i.e. the stuttering boys, as 
compared with the control boys, score more 
often on perception of negative Self-regula- 
tion. The experimental fathers, as compared 
with the control fathers, score more often on 
perception of superior Self-regulation. How- 
ever, an examination of the distribution of 
mean frequency scores across the three scale 
positions (R—1, RO, R 1--) has shown it to 
be similar for both types of families, i.e. all 
experimental and control groups scored 
higher on inferior than on adequate or 
superior Self-regulation. Thus findings at the 
level of perceptual attitudes indicate that the 
experimental and control families come from 
similar populations as regards their readiness 
to interpret external reality in terms of in- 
adequate rather than normal Self-regulation. 
Against this general background, more experi- 
mental than control fathers are unrealistic 
in their readiness to perceive superior Self- 
regulation. Similarly, more stuttering than 
control boys are unrealistic in their readiness 
to perceive extreme helplessness. 


Perceived personal reality (Fig. 2) 


There is no significant difference between 
the experimental and control families in some 
of their actual ways of handling tension, eg. 
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in trying to ‘get busy/forget", in m. 
anger or in the incidence and type of psycho- 
somatic symptoms. The experimental as well 
as the control families refer most frequently 
to headaches and upper respiratory com- 
plaints. Of the two, headaches have a sig- 
nificantly higher incidence in both types of 
families. On the other hand, the stuttering 
boys try to deny angry feelings (‘pretend 
nothing happened’) more often than the 
control boys. It will be noted that the experi- 
mental mothers complain about their sons’ 
verbal aggression under immediate stress 
more often than the control mothers (Son’s 
Response in Sudden Stress). Both parental 
groups in the experimental families and the 
stuttering boys themselves comment on the 
latter’s hyperactivity more often than the 
corresponding control groups. The Question- 
naire data from all experimental groups pro- 
vide no evidence that, in comparison with the 
control fathers, the experimental fathers show 
superior Self-control as may have been ex- 
pected from the different perceptual attitudes 
(Fig. 1a) of these two groups. 


Summary and conclusions 


l. Where the sense 


of Self-regulation is 
defective there 


is a general relationship 
between perceptual attitudes and personal 
functioning, e.g. more frequent perception of 
excessive inadequacy is paralleled by a more 
frequent actual use of maladaptive strategies 
of tension control. i 

2. All groups in the 
trol families show a 
tive (neg. 


experimental and con- 


regulation. Both 
imilar frequency 
ol, such as Sup- 
tic symptoms, 


(negative) 


y perceptual 
Tegulation. 


to Self- 
In daily fun “aa 


Ctioning, in addition 
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to strategies of tension control shared po 
the control boys, the stuttering ice ane 
more often deny angry feclings ee 
tension bodily ‘through hyperactivity. ae 
results need to be related to (i) the ia 
mental fathers’ more frequent expectat 


: za «hey do not 
superior Self-regulation to which b et 
conform themselves, (ii) the exper 


A ut 
mothers’ more frequent complaint at 
their sons’ transient loss of verbal [exper 
(iii) the more frequent reports by p T are 
mental groups that the stuttering a the 
hyperactive. Thus the development g may 
sense of Self-regulation in the aleph on the 
be influenced by constraints operating eat 
family subculture, as a function of the He con 
own development in this ura anë nm 
sensual intra-family labelling of his Sd 
style. It should be noted that the akie 
and paternal constraints found ba opera 
quently in the experimental wp 
in the same direction, i.e. they Rav. be 
offspring's excessive control -— (hat his 
haviour and convey to him the idea 
control is inadequate. 


3. Perception of autonom) : 
ships 
interpersonal relationshi] 


; zjgs. 1a, P) 
General perceptual attitudes (Figs- 


all £ 

In terms of total scores (Fig. ! da^ 
in the experimental families sce | aa 
power threats in sy mmetrical sore oft 
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more detailed analysis (Fig. bei 
types of interpersonal threat €X : ol 
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acting parties are of equal biological social 
Status. Otherwise, both in symmetrical and 
asymmetrical power relationships they anti- 
Cipate more often verbal threats which render 
the other person helpless. It is noteworthy 
that all experimental groups see this kind of 
verbal threat more frequently in asymmetrical 
Power relationships. 
_ When the control mothers see power threats 
iN asymmetrical relationships more often, 
they also perceive them as being justified by 
the situation. Similarly, when the control 
fathers see power threats in symmetrical 
relations more often, this interpretation 
carries with it also the suggestion of an 
adaptive solution. In general, perception of 
balanced interpersonal power relationships is 
More common in the control than in the 
experimental families. 
_ Thus, at the level of perceptual attitudes to 
Interpersonal relationships, all groups in the 
Control families more often have a realistic 
Sense of autonomy, whereas their counter- 
Parts in the experimental families more often 
show a defective, bipolar sense of autonomy. 
sing the respective control groups as a 
Yardstick, the nature of this defect is par- 
ticularly primitive in the case of the experi- 
Mental fathers and sons. 


Percei ved personal reality (Fig. 2a) 
The above differences between the experi- 
rectal and control families are borne out by 
Ports on facets of their daily functioning. 
hilst both types of families do not differ in 
Cir normal censure of aggression (‘not 
iad all experimental groups score higher 
à belief that aggression is bad, in the sense 

cing unsafe, dangerous. 

he categories *Son's Fears’ and ‘Son’s 
spat to Teacher’ are based on the boys 
thi “Teports and on the parents’ reports about 
; "II. The results, in so far as they bear on 
e| APSychic functioning (fears) and on social 
i ‘tionships outside the family (teachers), 
'Cate that the stuttering boys view their 
as threatening and unfriendly more 
‘en than the control boys. It is of interest 


ni 
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that, compared with the corresponding con- 
trol groups, the experimental fathers and sons 
refer more often to the son’s interpersonal 
fears. By comparison with the control mothers 
and sons, the experimental mothers and sons 
refer more often to animate fears. In inter- 
preting these results, it is assumed that each 
parent attributes to the offspring behaviours 
that are personally more relevant to the 
informant. In other words, the experimental 
fathers report more often their sons” inter- 
personal fears, because they themselves would 
have such fears more often than the control 
fathers. Similarly, the experimental mothers 
more often report their sons’ animate fears, 
because they themselves would experience 
these fears more frequently than the control 
mothers. The stuttering boys themselves re- 
port both kinds of fears more often than the 
control boys. The difference is more highly 
significant for interpersonal (P < 0-001) than 
for animate (P < 0-05) fears. 


Summary and conclusions 


(1) There is a close relationship between 
perceptual attitudes to autonomy and per- 
sonal experience of autonomy. At both these 
levels all groups in the experimental families 
approach the interpersonal world more often 
from the point of view of “secondary auto- 
centrism’ (Schachtel, 1959). This is an onto- 
genetically early form of perception in which 
‘What he [the person] is looking for is 
determined by what he wants to get from the 
other person and/or what he is afraid of" 
(Schachtel, 1959). 

(2) There is also a relationship between the 
parents' and the offspring's development of 
interpersonal perception and the associated 
sense of autonomy. Parents characterized 
more often by realistic interpersonal per- 
ception and a normal sense of autonomy more 
frequently have offspring showing similar 
features. Parents who more often show 
secondary autocentrism in interpersonal rela- 
tionships and a defective sense of autonomy 
have more frequently offspring similarly 
arrested in perceptual development, lacking 
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in a normal sense of autonomy. The data 
indicate that, in the latter case, the specific 
contribution of the mothers and fathers to 
the offspring's ego dysfunction in this area 
should be separately analysed. By comparison 
with the control families, the stuttering boys 
and their fathers share more often a form of 
secondary autocentrism which reflects a primi- 
tive, paranoidal view of their social reality. 
At the same time, these boys share with the 
mothers a more symbolically elaborated form 


of secondary autocentrism, with phobic 
elements. 
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4. Perception of autonomy: 
verbal communication 


General perceptual attitudes (Fig. la) 


The experimental mothers, fathers and 
children, as groups, perceive language more 
often as a tool in assertion/frustration of 
interpersonal power. The corresponding con- 
trol groups view language more often as a 
tool in mediating autonomous relationships, 
reciprocity and reconciliation. 


Perceived personal reality (Fig. 2a) 


The actual use of language for power asser- 
tion in the family, e.g. to tease, growl, boss, 
etc., is more often reported by the experi- 
mental than by the control fathers and 
attributed by them to themselves, as well as 
to their wives. There is no significant differ- 
ence between the respective control groups 
and the experimental mothers or sons in their 
references to this use of language either by 
themselves or by the other members in the 
family. The experimental mothers, however, 
do complain more often than the control 
mothers that under stress and in response to 
reprimand, when decompensation is more 
likely, the stuttering boys argue or swear. In 
the context of overall results, the absence of 
significant differences in reported power- 
orientated verbal communication between the 
two mother and the two son groups may 
indicate a denial of such behaviour by these 
experimental groups rather than its low inci- 
dence in the experimental families. 
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All groups in the control families report į 


more often their use of language for positive 
communication. The control mothers also 
mention more frequently that their sons adapt 
to stress and reprimand by communicating 
about them. 


e 


General summary and conclusions regarding 

H s H on- 
perception of autonomy (interpersonal relatic 
ships and verbal communication) 


(1) All groups in the experimental families 
function more often at the level of secondary 
autocentrism (Schachtel, 1959) in their Pte 
ception of the social world, including 7 
perception of interpersonal power transactio i 
and the interpersonal meaning of verbal com 
munication. dary 

(2) Schachtel’s (1959) concept of seco! nal 
autocentrism can be further refined by di pa 
entiating two forms: (i) an abstract TU itt 
which the perceived threat is verbal-sy™ x à 
(ii) a concrete form, in which the perce! 
threat is physical in nature. 

Both types of secondary autocentris! anti 
more often in all groups in the experin dic 
families. However, in a prototype of P ri 
son relationship the experimental mo she 
show more often than the control mothers ñ 
abstract form of secondary autocentrism «p 
the same context, and by comparison . 
the respective control groups, epar um 
fathers and sons more often show the 4? 


trism occur 


distance" dichotomy (Stierlin, 1969 ài 
infancy. If so, the roots of MET the 
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they impinge on the infant. Ace ocentrie 
Schachtel (1959), the origins of € failure to 
perception are to be found in ‘the “with its 
emerge from child-like dependence: ^ ont 
needs and fears. . .". In the light of the Pepen 
findings, several levels of ‘child-like re o 
dence’ need to be considered, €-£- * 
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! 
in A m and of the ontogenetically 
Symbolic I à of the physical from the 
the latter be non-l. The data suggest that 
tinguishing ra be linked to difficulties in dis- 
| symbolic c diiit physical action and its 
| tappear. equivalent in interpersonal contexts. 
ound oa that the defective sense of autonomy 
as rec LAU in the stuttering boys, 
ome ewe with the control boys, involves 
Bd Fu — M failure at each of these 
i Minds |rmore, these failures bear a 
failures of relationship to the developmental 
each parental group. 
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l perceptual attitudes (Figs. 1a, b) 


Bane 
P power conflict is significantly more 
“Ontro| i by the experimental than by the 
tonflict "Wien The context of the power 
3 groy S given in more detail in Fig. 1(b). 
‘te hie the experimental mothers and sons 
intr = more often in the role of a usurper 
father a-family power.* The experimental 
f iss too, tend more often to invest the 
Ore bs With a similar attribute. They also 
“hallen equently view a male offspring 25 2 
the e 8^ to paternal power. At the same time, 
Xperimental mother and son groups 
Fequently assign to their own positions 
attributes similar to those of the 

Uten ^ E8. the experimental mothers more 


ing 1 450 perceive the mother and the stutter- 
inant family 


Pow, 


e 
hier 


er 
n 


o 

Men JS- the son- as the dom 

| ember. d 

te Male offspring is variously seen more 
s as being 


Y all experimental grouP 


t 

App, ; 

the ht In an intra-family power imbalance at 
adic level. As 


~ triad; 

iq ladic as well as the dy@ 
à E by the consistently and significantly 
Ath Scores for all experimental groups, the 


er. Es 
“trap Son power imbalance is 1n the prn 
& amily attention more often in 

In , : n 
"as an a few families, a reversal of this pend 
dis , Served, e.g. the mother was invested ker 
amp thority, Owing to the small sample, SU 


In : - /sis were 
lot fs a this basis and further analy 
e. 


B 
asih 


165 


experimental than in the control families. By 
contrast, as compared with the control 
mothers, a mother-son power imbalance is 
scored more often only by the experimental 
mothers. Such power imbalance results either 
from a power conflict between mother and 
son or from the mother’s over-protection 
which interferes with the son's autonomy. 

In terms of perceptual concepts (Fig. 1b), 
the issue of who prevails over whom in a 
family is less often considered in the control 
families. Here all groups more often report 
triadic power balance. 


Perceived personal reality (Fig. 2b) 

In terms of actual family experience, the 
theme of interpersonal power is stressed more 
often by all experimental groups as the central 
family issue. At the level of dyadic structures 
the following patterns are more often reported 
in the experimental families: (1) intra-parental 

ower imbalance in favour of the fathers (all 
experimental groups score higher); (2) the 
parents try to take over the regulation of 

ower from each other (experimental mothers 
and fathers score higher); (3) power im- 
balance in favour of the parent in the father- 
son as well as in the mother-son dyad (the 
experimental groups of respective partners in 
each dyad score higher). 

The more frequent imbalance of power 
between each parent and the stuttering off- 
spring is maintained by means of parent- 
orientated discipline, more common in the 
experimental families. This is in contrast to 
child-orientated discipline, reported more 
often by all control groups. The experimental 

arents are guided in their discipline more 
often by their own power requirements and 
less often by the child's welfare or the nature 
of the misdemeanour. As compared with the 
control boys, the stuttering boys experience 
their parents discipline less often as rational 
and more often as based on unqualified power 
assertion. This may account for the finding 
that despite similar reports about the use of 
physical punishment by parents in both types 
of families, the stuttering boys report being 
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punished physically more often than the con- 
trol boys. 

The different parental styles of control 
correspond to different parental concepts of 
the offspring. In the experimental families, 
parental recognition and tolerance of the 
boys' developmental requirements of auto- 
nomy is less frequent. The experimental 
fathers, in particular, view their sons more 
often than the control fathers as a threat and 
a challenge to their own sense of power. In 
general, the experimental mothers as well as 
the fathers attribute more often excessive 
power motivation to their offspring and the 
latter, too, view themselves more often in this 
way. 

The control parents more often see their 
sons' adaptation as appropriate and satis- 
factory and the control boys themselves do 
so likewise. The higher level of intra-family 
acceptance and power balance in the control 
families is evident on several levels. All three 
groups refer more often to mutuality as 
central to their family life. Each parental 
group also acknowledges more often the sup- 
portive role of the family for the individual 
but the control mothers and fathers who 
score on this variable never belong to the 
same family. This makes the possibility of 
competition between control parents for such 
support less likely. The absence of significant 
conflict in these families is borne out by the 
more frequent references of all control groups 
to either intra-family power balance or only 


transient imbalance at the triadic as well as 
the dyadic level. 


Summary and conclusions 


(1) Experimental and control families have 
significantly different perceptual concepts of 
the family as a power system. These are in 
line with the significant differences in the 
actual power structure and functioning of the 
experimental and control families, as reported 
by their members. 

(2) The experimental families are more 
often organized around the issue of intra- 
family power conflict. This is reflected in 
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(i) a hierarchical structure of the family power 
system, headed by the father, or in inter- 
parental struggles to establish such a system; 
(ii) power imbalance with underlying conflict 
at the triadic and all dyadic levels. — 

(3) The intra-family power conflict 1m- 
pinges on the stuttering boys at several levels. 
The boys (i) are at the bottom of the power 
hierarchy: (ii) serve as a focus of parental 
power projection (Framo, 1970): (iii) are me 
jected by the parents to imperative contro 
(Bernstein, 1970). . 

(4) The stuttering boys (i) internalize es 
intra-family conflict (Parsons & Bales, im 
and parental power projections; (11) i 
in fantasy with the power attributes of t^ 
father role in intra-family relationships. — . 

These findings throw no light on why D 
particular offspring should become involve 
in the family power system in this way. 
Questionnaire data on the stuttering an 
control boys' early developmental ee d 
suggest that two factors warrant special exam 
nation: (i) the intrinsic characteristics ý 
the stuttering boys as infants and pee 
response to these, e.g. experimental aero 
saw the child's early difficulties more © T 
than the control parents in terms of host! : 
challenge to their authority; (ii) the pe] 
of maternal depression due to a loss “die 
significant parent or relative at the time O vedi 
offspring’s acquisition of mobility and es 
guage and its possible impact on aie’ 
relationships during this developmental stag 
of the child. 


6. The stuttering offspriag’s and his 

parents’ general attitudes and the 
stuttering disorder 

ariables 


To determine the independent v 
P for the 


which give the best discrimination I 
dependent variable of stuttering, u ai 
results were subjected to the statistica jun 
cedure of discriminant analysis. Table 1 iif 
the important variables in the order of i t 
discriminating efficiency. It will be seen thet 
for each family member, there is a sel w 
variables which gives a highly significar 
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Table ; P — " mem 
able 1. The most important combinations of IST variables discriminating between 
the experimental and control groups 


(Discriminant analysis. P < 0-001. M, mothers; F, fathers; S, sons; 
4 [ —, experimental greater or less than control group.) 


Increasing order of effectiveness 


(P Variables Comb. Comb. Comb. Comb.  Comb. Comb. Comb. Comb 
€rception of) 1 2 3 4 5 6 7 8 
Competence 
Air i : F+ F+ F+ ‘ F+ F+ 
dequate S- M- M-,S- M- M- 
Superior 
ate 
act Personal S+ F+ F+ F+ F+ F+ Fu 
threat (AD) 
“nguage function 
Merge. (VsI+) M- : M- . M- 
nily Cohesion (Fs) M- P= F- M-,F- F- M-,F- 
diff, - : , 
“Tentiation between the experimental and when intra-family rather than individual 


,0 Parental sets of discriminators (Comb. 
tha; P'OvVide more efficient discrimination 
ud ha of variables critical for the 
Variabl oys (Comb. 1). The combination 
criminate es for the fathers (Comb. 3) dis- 
tion {tS slightly better than the combina- 


Of yar: 
f variables for the mothers (Comb. 2). 


(2 i 
Sets A combination of parental and maternal 
natio, ariables provides the best discrimi- 
Comb. 8). 
Vag;,^* COmbination of the paternal set of 


Only er With a single maternal variable is 
'ghtly less efficient (Comb. 7). 
for cac} combination of three variables, one 
i tee member, is not as effective as 
Varig ination of paternal and maternal 
fae ho but gives better discrimination than 
ividual's set of variables alone. 
Can i the Stuttering and non-stuttering boys 
Sr ` Significantly differentiated on the basis 
Chara al number of perceptual parameters, 
the,  ristic for the groups of boys and of 
therm Parents, as measured by the IST. Fur- 
?re, this differentiation is more efficient 


indices are used. 

In the context of the IST the sets of 
variables critical for each parental group in- 
clude the perceptual concept of the family 
(low power balance). The remaining variables 
in the paternal set pertain to specific aspects 
of faulty reality-testing, e.g. by comparison 
with the control fathers and despite the objec- 
tive similarity of the two groups, the experi- 
mental fathers score significantly higher on 
perception of excessively inferior competence 
and of interpersonal (AD) power threats in 
the context of neutral stimulus cards. The 
remaining discriminators in the maternal set 
pertain to quantitative rather than qualitative 
differences between the experimental and 
control mothers, e.g. significantly less frequent 
perception of adequate competence and of 
positive social value of language as a tool 
in promoting interpersonal reconciliation 
(Stierlin, 1969). These findings highlight the 
contribution of the fathers to the personality 
formation of their male offspring. At the 
same time, they also indicate that the joint 
pathogenic impact of both parents on the 
stuttering offspring depends more on intra- 
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Fig. 3. WT findings. 


parental balance in ego functioning and 
marital satisfaction than on each parent's 
individual ego weaknesses as such. As for the 
stuttering boys, the critical set of variables 
involves the interaction of a defective sense of 
autonomy (AD), less frequent perception of 
adequate Competence and a more frequent 
use of an unrealistic adaptive strategy, e.g. 
expectations of superior (omnipotent) Com- 
petence. 


Summary and conclusions 

By applying the discriminant analysis to 
the IST results it is possible to isolate per- 
ceptual features of the stuttering boys and 


their parents which differentiate the fa 
environments of the experimental an 
families. These features relate spec! 
the perception of social reality, inclu 
perception of the self, and to the 
sense of power, more often experience? 7 
groups in the experimental families. dei 
more, the findings throw some light = 5 
complementary pathogenic contributio” 
both parents to the family environment ° 
stuttering offspring and on the T 
certain aspects of the boys' ego 
for stuttering, at least in a population 
other symptoms. As shown elsewhere 
theim, 1972c), a relationship has also 
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Son AMEN the severity of stuttering and (meaning with implications of physical inter- 
tual ges UV of ego functioning. in spite of the personal power) (Appendix 3). 
size of the experimental sample of boys Left side — comparisons between the experi- 
and the narrow, mild to moderate range of mental and control families, based on rora/ 


Severity (Andrews & Harris, 1964) of their 
Stuttering, 


Part II: Semantics (WT — individual 
í and group procedure) 
Twa based on the subjects’ and the 
Test we votes, as given in the Word 
individual" provide another perspective on 
etperime, and family functioning in the 
‘mental and control families. 

TAE ES the > figures. Fig. 3 summarizes the 

ing wor in a diagrammatic form accord- 
le following plan: 
NE Bin - comparisons between the experi- 
Tesults vin control families, based on group 
vel of or mothers, fathers and sons at cach 
9 the Word meaning. The outer band refers 
and hare the middle band to the fathers 
* inner band to the sons. 

ea side — comparisons between the 
hier id and control families based on 
Wo amily response agreements at each level 
Tefer € meaning. The response agreements 
goriz 9 congruent individual responses, cate- 
(1) , = according to a threefold classification: 
f. the, ladic agreement, i.e. where the mere 
Same and son (MFS) independently gave the 
Pict Tesponse, e.g. they may have all chosen 
m GEP 2 for a given word; (2) dyadic agree- 

Ents, i.e. where the mother and father (MF), 
ön Mother and son (MS) or the father and 
Pon 9) independently gave the same jrd 
index > (3) residual responses, used es 
Wher, of semantic isolation 1n d e y 
sin le a given word choice was mace ld 
Fi Ble family member. These are listed as d 
Tes ‘nd Si. They denote respectively s 
the onses made only by the mothers, 0n p y 
the athers or only by the sons. In Il 
of , "zontal bands refer to the four le 


"re. 9rd meaning — abstract, a i 

T1 (meani "4h implications of verbal 
E mplica 

Mi ei ilt nd syncretic 2 


€ interpersonal power) a 
12 


intra-family response agreements. The intra- 
family agreements refer to congruent indi- 
vidual responses, as above. 

Right side - comparisons between the ex- 
perimental and control families, based on the 
total number of family group responses which 
correspond to the triadic (MFC) or dyadic 
(MF, MS, FS) agreements or the residual 
(Mi, Fi, Si) word choices, as based on indi- 
vidual responses. The category ‘New’ refers 
to a family group decision which is new, i.e. 
no member has previously made this choice 
in response to the same series during the 
individual administration of the test. 

Thus the left side of Fig. 3 gives a com- 
parative picture of implicit semantic intra- 
family congruence, based on 10 word series 
and obtained in the absence of face to face 
contact between the family members. The 
right side of Fig. 3 gives a comparative picture 
of the degree of semantic intra-family con- 
gruence, based on four word series, under 
conditions of direct family interaction. The 
latter shows the locus of intra-family power 
in decision making, i.e. whether the group 
decision was democratic (MFC), swayed by 
any particular dyadic coalition (MF, MS, 
FS) or by à single family member (Mi, Fi, Si). 

t Test and non-parametric tests based on 
binomial distribution were used, as appro- 
priate. As before, the level of significance was 
set at P< 0-05. Trends at 0:05 « P < 0-10 
were also noted. The actual range of proba- 
bilities extends from P < 0:05 to P < 0-01. 


1. The family as a semantic system 

comparison of the left and right sides of 
Fig. 3 shows that triadic (MFS) sharing of a 
common semantic framework occurs more 
often in the control than in the experimental 
families. The results are similar whether they 
are based on individual mother, father, son 
responses to ten WT series, matched for 
congruence, OT on a family group decision 
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for four word series. In terms of individual 
responses (left side), the experimental mothers 
are more often semantically isolated than the 
control mothers. In family interaction (right 
side), in the experimental families, the focus 
of control in making semantic decisions tends 
more often to move over to the father-son 
(FS) dyad. 

In the control families, the decision-making 
is vested more frequently in the mother- 
father-son (MFS) triad or tends to rest with 
the mother-father (MF) dyad. 

It is of interest that a comparison of family 
group responses with random responses, ex- 
pected under these conditions, showed that 
the father-son (FS) dyad and father alone 
(Fi) determined the group decision in experi- 
mental families more often than randomly 
expected (P < 0-01). By contrast, the mothers 
tended (0-05 < P — 0:10) to have less in- 
fluence on group decision in these families 
than would be expected by random. 

In the control families no dyadic parent-son 
coalition nor any single member yielded 
influence on the group decision which sig- 
nificantly departed from random expectations. 

Despite the fact that the WT results refer 
to semantic functioning, the comparative 
picture of the family system in the experi- 
mental and control families is generally con- 
sistent with that based on the IST and 
questionnaire findings. The WT also indicates 
that, compared with the control families, 
triadic and dyadic harmony in the experi- 
mental families is less frequent, family de- 
cisions are democratically made less often 
and the fathers control intra-family decisions 
more often. These results confirm the obser- 
vation of Ferreira & Winter (1965) that 
normal families are characterized by higher 
intra-family congruence than disturbed fami- 
lies, irrespective of the Specific area of 
comparison. Of interest is the additional 
finding that, in the process of decision-makin 
by the family, the stuttering boys, by com- 
parison with the control boys, tend more 
often to form a coalition with the fathers 
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(FS) against the mothers. This is in line with 
an earlier finding that the stuttering boys 
identify with the father’s power attributes. 
From a developmental point of view, the 
stuttering offspring's contradictory experi 
ences of excessive power imbalance in ug 
of each parent, and of a partial reversal bs 
this imbalance at the price of a coalition per 
one parent against the other, may be ye 
another factor contributing to the power 
polarity of his self-perception. — thë 

The less frequent semantic unity !n a 
experimental families, as compared with t t 
control families, is associated with differen 
patterns of intra-family reique a a. 
comparison of average times spent in n 
cussion, preliminary to the family go 
choice of appropriate word meaning, ir 
that the control families took longer than ^ 
experimental families to agree on the me 
of the word ‘love’ (P « 0:05). Whereas isi 
average time spent on discussing the ET 
of ‘anger’ did not differ significantly, aiid 
variance ratio did (P = 0:05), 1.¢- qn 
higher for the control families. In the a «4 
families time was used more flexibly, da 
where the members found that they =e 
common semantic concept of "anger + i 
spent little time discussing it. Where oe 
not, a long time was taken by all to nent 
the meaning of the word, before 4 ds jike 
group decision was announced. On e 
“speak” and ‘punishment’, which re time 
action rather than feelings, no significant an 
differences were found. In general, more : 5) 
trol than experimental families (P pe 
exceeded the time limit for the & 
decisions. 


ouf 


Summary and conclusion 


jies 
. amilie 
By comparison with the control fa n 


. mm S 
the experimental families present les om 
as a homogeneous semantic system n s 
munication about interpersonally 5!É en 


ih è T Es is also less 9 
canings in these families is à 
and flexible. 


A bio-adaptive theory of stuttering. II 


2. Semantic characteristics of the 
individual ( personality) systems 
An analysis of individual WT responses 
(Fig. 3, top side) indicates that the only 
Significant difference in the choice of word 
Meanings is found between the experimental 
and control groups of mothers. This difference 
Occurs in the area of syncretic meaning, i.e. 
the €xperimental mothers choose more often 
Syncretic meaning with implications of verbal; 
Symbolic interpersonal power (syncretic 1). 
The control mothers make more frequent 
choices at the syncretic level with implications 
of physical interpersonal power (syncretic 2). 
Nos RUNE of intra-family congruence at 
D ni of semantic meaning based on 
iow ual responses (Fig. 3, bottom side) 
is s that triadic (MFS) and dyadic (MF) 
ig at syncretic level 2 is higher in 
rol families as compared with the experi- 
sun families. In the latter, there is a higher 
!€ (MFS) congruence on the choice of 
Nord Meanings fused with verbal symbolic 
eei (syneretic 1). Over and above this 
nant ground, compared with the control 
Sgen the experimental mothers are more 
as yj tically isolated at the latter level, 
Scor Own in their significantly higher Mi 
e. 
At the dyadic parent-son level, the mother 
d the son, as well as the father and the 
" Share abstract word meanings more often 
ber experimental than in the control 
t es. Paradoxically, by comparison with 
Control boys, the experimental boys 
Se more often word meanings with impli- 
ns of physical power when nobody else 
Š € family makes these choices. The oppo- 
Sii true for the control boys, 1. oe 
impiis More often word meanings with 
Cations of verbal/symbolic power when 
Other family member does so- 


an 
So 


Choo 
Catio 
In th 
Sit, 


Su 
m . 
Mmary and conclusions 


of sa above findings are relevant to the issue 
by “mantic models provided for the offspring 
© experimental and control parents. 
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They also highlight the semantic differences 
in their intra-family environments. 

As groups, the experimental and control 
fathers use meaning at each level with similar 
frequency. The mother groups differ in their 
use of words expressing interpersonal feelings, 
ie. the experimental mothers choose more 
often meaning with implications of verbal/ 
symbolic interpersonal power. They are less 
comfortable than the control mothers with 
word meaning fused with physical inter- 
personal power. By contrast, the semantic 
behaviour of the control mothers, fathers and 
sons, as groups, is similar at all levels of 
meaning (Wertheim, 19725). In terms of 
group results, the experimental mothers differ 
also from their husbands and sons in their 
more frequent avoidance of word meaning 
fused with implications of physical inter- 
personal power. 

Thus it may be said that the control parents 
more often present congruous, and the experi- 
mental parents incongruous, semantic models 
for their offspring. In the control families the 
triadically shared intra-family semantic frame- 
work is congruent with the parental semantic 
models as regards tolerance of the more 
primitive level 2 of syncretic meaning. In the 
experimental families there is more often 
semantic incongruence at several levels. The 
triadically shared semantic framework is more 
often congruent only with the less primitive 
syncretic meaning acceptable to the mothers. 
This means also that all experimental groups 
are more often united by the concept of 
language as a tool of interpersonal power 
assertion. Although, as groups, experimental 
fathers and sons accept the more primitive 
syncretic meaning just as much as their 
control counterparts, there is no evidence 
of a semantic overlap between these two 
groups. 

Contrary to the semantic models presented 
by each parental group in the experimental 
families, at the level of the mother-son (MS) 
and father-son (FS) dyad, there is more fre- 
quent sharing of abstract meaning, devoid of 
any relational implications. In this sense, the 
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experimental families more often provide a 
semantic environment which (1) teaches the 
offspring interpersonal power implications of 
language, (2) is confusing for him because 
each parent transmits syncretic meanings, but 
is semantically closest to the offspring in the 
use of abstract meaning. The key to the latter 
inconsistency and to the differences in the 
semantic environment of the experimental and 
control families lies in the different use of 
syncretic meaning in these two types of 
families (Wertheim, 19725). 

A comparison of IST and the WT results 
shows that the experimental families more 
often retain syncretic meaning both in its 
relational and cognitive aspects, whilst the 
control families use syncretic meaning more 
often only in terms of its relational implica- 
tions. In other words, the experimental 
families show symbol realism in their use of 
meaning with interpersonal power conno- 
tations, because of the underlying perceptual 
distortions of interpersonal relationships. 
This ego fixation on early, primitive, syn- 
cretic organization of meaning renders words 
dangerous in a concrete sense. This may be 
the reason why the experimental parents have 
difficulty in tolerating syncretic meanings in 
intimate interpersonal transactions. The evi- 
dence that the experimental boys nevertheless 
choose syncretic meaning with implications 
of physical interpersonal power as isolates 
more often than the control boys reflects on 
their primitive use of language. The control 
families more often retain only the relational 
aspect of syncretic meaning, i.e. they use such 
words to express feelings involved in inter- 
personal power relationships whilst their 
reality-testing remains unimpaired. This may 
explain why, in these families, the use of 
meanings fused with implications of physical 
interpersonal power is more acceptable in 
intimate intra-family relationships. 
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GENERAL SUMMARY AND CONCLUSIONS 


The study generally confirms the prediction 
of specific differences in the ego functioning 
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of the stuttering and non-stuttering boys and 
of a close relationship between the offspring E] 
ego functioning, the parents’ ego functioning 
and the operation of the family as a pane 
system. In some respects, the findings 
beyond these broad predictions, i.c. they hig 
light similarities as well as differences between 
the experimental and control families and lar 
experimental mothers' and fathers’ different! : 
pathogenic contributions to the family d 
Thus the experimental and control fami a 
have been shown to share a common neurot! 
core, related to a defective (negative) sense 2 
self-regulation. Important differences “ee 
the two types of families were found in 4 
members’ reality testing, as it relates un 
sense of competence, of autonomy, inclu E 
interpersonal relationships and verbal € “a 
munication and to aspects of d 
development. As predicted, in all these pet 
the experimental families, by companhon s 
the control families, showed ego vem 
cts. t 
a 

appears that the pathogenic impact ee 
ego defects on the offspring, both direct A a 
more indirectly, via the family system, ^ ; 
a simple function of each parent’s pers? This 
but rather of the resulting haee 
balance was found to provide a highly € nom 
differentiation between stuttering d 
stuttering offspring. The boys 2? 
parent's personal ego functioning E d 
vided a significant, albeit relatively Teas enci 5 
were also found in the structure a 
system in the experimental and er 
lies, in the stuttering and the anes ci 
offspring’s position and learning exper thesi? 
in the system. The results support ut. 
that a family environment, which terfe 
power deprivation in the offspring, 1? tudinÉ 
with normal cognitive development, m ti 
self and interpersonal perception, ai 
maturity and the use of language fO" 
Social communication. 

In view of the complexity of the 
multiple informants and sources © 


ing 
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geo Mad the overall results speaks for 
e reliability of the findings. The use of 
m rni Scored measurement techniques 
ipee: 1-4) also makes a replication of 
dues T easible. Nevertheless, the small 
the x sample, its selective character and 
ls ity of the findings at the level of 
indi. "m only preclude too much general- 
imn or example, whilst in this experi- 
often Miti. c as a group, the fathers more 
P he. iini the family power system, 1n 
be eere another subgroup may have 
umm. s e.g. showing a similar family 
B ver É System of control and meaning but 
in the M of role pattern, with the mothers 
fige ve position of control. However, the 
ing to Si Mis study are sufficiently encourag- 
r aani further, more extensive and 
with e testing of the bio-adaptive theory, 
3 iie use of larger experimental samples, 
types Ee in sex, age and clinical status, other 
" control groups and other techniques 

u Eur Dub Only in this way can the 
he s € value of the bio-adaptive theory, or 

ed to modify it, be determined. 
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APPENDIX 1 


Details of sampling 


The experimental sample was drawn by 
regional speech therapists from the register 
of children referred to the speech therapy 
centres of the State Education Department of 
Victoria between July 1967 and June 1968. 
Owing to rigid criteria of selection, the pool 
of suitable experimental child subjects was 
considerably reduced. Reality difficulties, e.g. 
excessive distance (country families), occu- 
pational demands, serious illness of one 
parent, etc., further limited the availability of 
subjects, as both parents were required to 
attend. Field officers of the Psychology and 
Guidance Branch of the Education Depart- 
ment assisted in the selection of the control 
sample, by choosing state and religious 
Schools in socio-economic areas similar to 
those of the experimental sample. The list of 
children conforming to selection criteria was 
prepared for each school either by the field 
officer or by the head of the school. The 
required number of control families was ran- 
domly chosen from these lists. Eleven per cent 
of the control families contacted failed to 
respond. The same proportion of experi- 
mental families (11 per cent) refused to 
cooperate in the project. All families partici- 


pated on an unpaid basis. Tables 2 ic 
3(a, b) show the distribution of the Eur á 
mental and control samples of boys and t iind 
parents. Where appropriate, significance " di 
tested using the / test. The level of significan 
was set at P < 0:05. 

Tables 2 and 3(a, b) show that the bo 
the experimental and control population y 
similar in terms of age, type of school atter siae 
and academic progress. The parent den a- 
tions are similar in educational and oct re 
tional status. For the educational distribu ; 
of the mothers, the standard deviation i 
significantly different (P = 0-05), witha ed 
dispersion of scores, in the control ja one 
The size of the difference is mainly due e of 
control mother, who alone was atypia 
the group. The mean age of the am 
mothers is significantly lower than tha ^ 
control mothers (P « 0:05) and patr 
similar difference between the two ret 
of fathers (P « 0:01). These age diffe 
are of questionable psychological aia 
in terms of the variables studied, a 
as both groups of parents belong 
pre-war generation. 


ys in 
s are 


nta 
the 
a 


Table 2. Sample of boys 


Age (months) 


Experimental 
Control 


r 


School (no. of Teacher's rating 


;dren? 
children) (no. of childr”! , ^ 
E: ^ == — aver 
State Catholic Average E 
12 4 8 
11 5 9 
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Table 3(a). Sample of parents 


Age (years) 


Educational status (years at school) 


^. 


Mother Father Mother Father 
"—-— E o ud X y Nas 
Mean sp. P Mean sD. P Mean sD. P Mean s. P 
Experime 
ntl 384  62| 394 52] $6 0-96) 9-6 1-8) 
-l 9.05 i - n.s. L 
ontrol 4x5 46| 00 459 soj?! 90o 175) * ^ 96 8j BS 


Ta > n 
ble 3(5). Father's occupational status* 


I II Ill 
Experimental 6 4 6 
Control 5 4 1 


* 
The sc; ; " 
3 Ne scale of Occupational status is adapted 


fro 
m a Paw : dix 
Scales based on Australian conditions 


(Congalton, 1966; Krupinski & Stoller, 1968). 
The following categories are used: I, professional, 
proprietors, managers (lower bracket); II, office 
and sales staff; IH, skilled, semi-skilled/unskilled 
workers. The categories as represented in the 
sample correspond to the middle sector of Aus- 
tralian society. The most and least privileged 
occupational groups are not represented. 
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Interpersonal Situations Test (IS TA uà 


Pelea consists of 12 picture cards and 
interne me limit, The cards depict common 
Outside irn situations at home, school and 
an m the life of a male child in Western 
clop AUIBUS The subjects are required to 
the Ae theme for each card in response to 
What 7 dction: *I would like you to tell me 

lie es Picture is about". 
COretica th given is scored according toa 
Quantitat: Y based but empirically derived 
3 ratin we scoring system. This consists of 
also „ "B Scales. General rules of scoring are 
Auton vided. A detailed description of the 
(Vs) tomy (Ad, AD), Verbal Communication 
8eneray p Competence (C) scales and the 
tincintes S are given below to illustrate the 
Caleg S involved. The details of the other 
but Peg noL included for reasons of space 
est be obtained from the author on 
- It will be seen that scoring for scales 


qu 
l 
Vs ( s) is based on units of 


* 
an E Author designed the test, except for one 
the pa apte with Dr Howell's permission from 
Qı ‘sn? Relationship Indicator by Howell and 
Was ic developed the scoring system. The 

Ustrated by Mrs P. Kemp- 


perceived interpersonal power relationships 
(power interaction), ranging from interactions 
involving an interpersonal balance of auto- 
nomy to those regulated by imbalance of 
autonomy. The latter was conceptualized, 
where possible, along a continuum of in- 
creased imbalance. This was based on the 
assumption that some types of imbalance are 
developmentally more primitive and less 
reality-orientated than others, e.g. physically 
mediated imbalance was considered more 
rimitive than verbally mediated imbalance. 
Scale C (R) is more conventional in its prin- 
ciples, ie. scale scores refer to perceived 
attributes of a person, whether self or other. 
A sample of a story, as told by a subject and 
subsequently coded, follows the scoring 
code. 

Five randomly selected family records (15 
individual records) were independently scored, 
after some training, by a senior research 
psychologist (GG) of the Victorian Mental 
Health Research Institute. A record-by-record 
comparison of the authors and G.G.s 
results indicated that the scoring system could 
be learnt by a scorer unfamiliar with the 
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theoretical rationale of the study. Any differ- 
ences between the two sets of scores were 
due to G.G.’s relatively limited experience in 
the use of the scoring key and not to basic 
differences in interpretation. Unforeseen cir- 
cumstances made it impossible for G.G. to 
re-score 15 randomly selected family records 
(45 individual records) for a statistical esti- 
mate of scorer reliability, as originally 
planned. Unfortunately, no other suitable 
scorer was available at the time. It was ex- 
pected that the use of four different types of 
measures in the examination of the relevant 
variables and of three informants for each 


family would provide some check on the 
reliability of the data. 
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Scoring system 
Autonomy scale (Ad/AD) 


Ad. Relationship between two people of 
asymmetrical biological and social status, 
e.g. parent-child, teacher-child. 

AD. Relationship between two people of 
symmetrical biological and social status, e.g. 
two adults or two children (irrespective. of 
Sex). 

Each of these is rated on a scale: —5, —4 
=3, —2, —1,0, IH 24. 

2+. Balanced relationship regulated by 
age- and sex-appropriate cooperation and 
appreciation of mutual needs: e.g. ‘They are 
discussing where they should go’, ‘He comes 
in to talk to his father and Dad puts down the 
paper to listen to him.’ 

1+. Relationship in which one partner 
asserts control and the other attempts to 
restore balance of autonomy through com- 
munication, reasoning or realistic/creative/ 
constructive activity, e.g. “His parents said 
he should have done better but he said he 
can't always come first. He got most of his 
Work right and he Was satisfied’: ‘His dad 
said he couldn't have the bike because they 
had no money. He got a paper round, saved 
the money and Bot a bike for next Christmas.’ 

0. No mention of interpersonal relationship 
or partners engage in parallel activities, e.g. 


, 
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‘They are looking over the fence to see what s 
> 
ae Relationship in which one partner 
asserts control but the imbalance ahaa 
is rationally explained, qualified or ae! * 
one alternative only and or where the d 
partner accepts or invites it. “The man un 
he couldn't go in without a ticket, he shou à 
go and get money off his mother and y m 
ticket’; ‘The father may just talk to wn 
scold him, it will depend on the nature © 
misdeed.’ r 
—2. Relationship in which one M" 
exerts control by verbal or symbolic n ke à 
and/or where the other partner fails to athe! 
stand, withdraws or feels helpless. "The fal 


s 
PME boy ! 
looks stern, he'll say "no^: prie s 
playing and the other one is giving 
advice.’ ane! 


—3. Relationship in which per^ [s 
exerts control by verbal or symbo m 
and/or where the other partner att 


ans 
; by means | 
restore the balance of autonomy by p said 


jeans 


a verbal or symbolic challenge: H Th 

“I’m better" and she said, “No, l'm ; but IY 

girl is ordering him to do something 

will not do it.’ artnet 
—4. Relationship in which one Find lO! 

exerts control by direct physical mean rand 


withdraws, or feels helpless, js going 
gave him the cuts’; ‘The dog Was © 
bite him and he ran away.” e pat. 
—5. Relationship in which use. ca 
asserts control by direct phys. í 
and/or where the other partner at e " 
restore the balance of autonomy by Looks Wi 
physical challenge or retaliation. ibn Pi 
though the girl was trying to i "E 
and he has pushed her away ; pim n2" y 
like the boys because they called m st? 
so he punched them and picked 
and threw it at them.’ 


í 
gf 
Verbal Communication scale (Vs) ‘oth | 


4 
ehay! p 
Reference to the use of verbal ist ers? Ü 
a vehicle of positive/negative 1 stor) 
relationship in the context O 
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evidence of such behaviour in the course of 
telling the story. 

This is rated on a scale: — 1, 0, 1+. 

—1. Verbal communication in the service 
ag negative-controlling interpersonal re- 
lationship, e.g. scolding, teasing, blaming, 
arguing, prohibiting, ordering, swearing, etc. 
Looks like Dad is doing the riot act... 
telling him he will have to pull up his socks 
and do better or there will be no bike for 
a etma ‘Mum is growling - keep quiet 

knock your heads together.’ 

*- Verbal withdrawal in the service of a 
8ative-controlling interpersonal relation- 
"s e.g. inhibition, sulking. ‘Mother wants 
now where he has been. John says — out. 
wn wants to know more but he is not 
the 8 her ; ‘He asked Father if he can have 
aine Father said, no. He was cross but 

Nothing and went out of the room.’ 
o I+, Verbal communication in the service 
iiis Positive-appropriate, cooperative or task- 
dap interpersonal relationship, eg. 
ex i Ying, discussing, supporting, reasoning, 

P aining, ‘The little boy asked Father, “Am 
Allowed to buy the dinky-car ?" Father said, 

atasa And the boy said, "Ill buy it on 
o day”; “They could be discussing where 
eid asking one another’; ‘The parents 
^ ask him what and how and why it 
PPened before they did anything.” 


Competence scale (C) 


ena Ud physical and/or intellectual ad- 

si sige of self or other as referring to physical 
nq SPPearance, body functioning, physical 

thes intellectual skills or possessions, where 

ina, © are used as symbols of adequacy/ 
equacy. 

This is rated ona scale: —1, 0, 1+. | 
oie ks Incompetence. *The teacher called him 
h did Write out the sum but he got it wrong 

'dn’t know the answer’; ‘He is driving on 
righ Ong side of the road and overtaking 
t on the corner, too.” 
Pete Age- and sex-appropriate degree of com- 
"ce. ‘The boy and girl dancing, prac- 
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tising for a ball’; ‘The headmaster watching 
the pupil - he is pleased because the pupil's 
answers are all right.’ 
1+. Superior degree of competence (imply- 
ing omnipotence). ‘It’s more like a battle of 
intelligence to see who is best at it. I think 
he is the cleverest and will show the others 
how to do it’; ‘It has a story about a boy 
who was in a car race. He won and took a 
hoto of the car and framed it and put in on 
the wall, about 50 people were in it and he 
won. That’s exciting, only one of the 50 
people won and he was the one.’ 


Rules for scoring 

In rating, the following rules are adhered 
to: (1) Each person is rated once only on each 
of the six scales for each card. Story plots are 
given priority over spontaneous personal 
references. The latter are scored only when 
given instead of a story. (2) Realistic plots are 
given priority over complex fantasy material 
inany one story. (3) A theme is scored whether 
it is stated in a positive or negative form, e.g. 
as happening or where the occurrence is 
denied. (4) Where an animal or object is used 
interpersonally, it is treated as equivalent to 
a human subject and is classified under Ad or 
AD depending on the context. (5) Where more 
than one rating could be given, the extreme 
negative score is used. For scales C, R and 
Vs, where both a negative and a positive 
score are given, each is counted as half. 
(6) If a score is dubious or not applicable, a 
non-scorable category X is used. 


Sample of IST scoring 
Ad AD Vs C R Fs 
X 2= l= X1+ X 


Score: 


Brother and sister want to do different 
things. The girl wants to go this way and the 
boy will say, “No, I want to go that way.’ 
Girl will probably win — I think... Why will 
the girl win? [Smiles to self.] By the way her 
hand is outstretched, she looks like she knows 
what she wants to do. 
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APPENDIX 3 
Word Test (WT)* 


A sample and a more detailed description 
of the test can be found in an earlier publi- 
cation (Wertheim, 19725). Briefly, the test 
consists of 10 words, which can have conno- 
tations of interpersonal power, e.g. speak, 
bad, anger, love, etc. Each word is represented 
in a series of four pictures. These are de- 
signed along a theoretical continuum of verbal 
meaning, based on an adaption of Vigotsky's 
(1962) developmental scheme of concept for- 
mation. Three formal ontogenetic levels of 
word meaning are considered. The most 
advanced word form is based on abstract 
thought. The word meaning at this level 
expresses a purely abstract thought. At a stage 
preceding the highest development, the word 
form is rooted in 'thinking in complexes’. 
Its meaning is based on associative con- 
nexions, on concrete bonds between objects. 
At the earliest stage, the word is syncretically 
organized. This type of meaning derives from 
subjective connexions between objects and is 
embedded in a primitive motor, sensory, 
affective, “organismic matrix’ (Werner & 
Kaplan, 1963). Its relationship to objective 
reality is based on symbol realism, ‘the hand- 
ling of a response to words as if they were 
concrete objects or actions’ (Werner & 
Kaplan, 1963). In accordance with this con- 
ceptual scheme, one picture in each series 
corresponds to the abstract word (A). Here 
the graphic content is neutral, the same for 
all words. A verbal caption alone conveys the 
meaning. Another picture is designed to 
represent the concrete word (C). In this case, 
the graphic content is descriptive of the verbal 
meaning, e.g. it may portray a typical action 
implied in the word. Two pictures in each 
series correspond to the Syncretic word. Their 
graphic content evokes the organismic matrix 


* The author designed the test and developed 


the scoring code. The test was illustrated by 
Mrs P. Kemp. 


of the word, as it may be experienced in an 
asymmetrical power relationship. perci 
cretic word portrays a verbally symbolica y 
based excessive asymmetrical power —— 
ship (P1); another one- a physically bc 

excessive asymmetrical power relations P 
(P2). Thus each word series consists eed 
A picture, a C picture and two P (P pu p 
pictures. These are designated as |, AE 
respectively. The sequence of the pic a 
and the order of presentation of each = o- 
were randomly determined. The test is 19 r 


he 

duced as a picture vocabulary test. on 
DEC ank > pic 

subject is instructed to rank order the [ apo 


according to their best approximation E 
meaning of the given word. The first apo 
(the ‘best’ picture), for which there 15 3. ee 
limit of four seconds, is used as the n : 
response. This is scored according tO 


i i ; | if picture 
built-in scoring system, e.g. as | it 
is chosen, or as 3, if picture P1 is € 


Thus, the numerical score indicates dee 
used by the subject in interpreting the meal 
of the word. . 
Four randomly selected WT series 
used in the family group procedure. 
family was reminded of having pate 
words before and asked, this time, to €! io 
amongst themselves which of the four n 
tures for each word gives the best SEP I 
mation to its meaning. Only a single j for 
decision was accepted. The time ye , 
each decision was 5 min. There was eo l 
munication with the examiner cist 
family discussion, except when mono ; 
were given or the family icone * 
decision through a selected que , 
proceedings were tape-recorded an 
Where the family exceeded the tr E 
this was noted. The scoring of pev i 
group decision was the same, as in 1n famil 
administration. For example, if a canit 
agreed that picture P2 conveyed the ea scot? 
of a given word most closely, the fam"'y 


s were 
The 
these 
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n this word would have been 4. If they had 

ina P1, the score would have been 3. 
Kor, EON that for the word ‘anger’ 
ee n e pen Sas pe D 
ub a in individual administration the 
ice was A (score 1), the F's choice 
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P 1 (score 3) and the son's choice P 1 (score 3), 
then the group decision in this case (Pl) 
followed the original choices of the father 
and the son, whilst the M's previous choice 
was disregarded. This would be counted as a 
group decision determined by the FS coalition. 


APPENDIX 4 


Child-Familv Questionnaire 


Th ; ; 4 mig " 
time is consists of 54 questions, 
ing multiple-choice items and open- 


Multiple-choice item 


ended questions. Examples of these are given 
below. 


Open-ended questions 


He (child) ; 
© (child) is afraid of (underline all that is applicable): 


the darkness. 

. being left alone. 

being bitten by an animal or insect. 

being hurt by ‘other children. 

being disliked. 

f being smacked. 

g. being spoken to harshly. 

* being punished in any other way aget. 
Other (describe). f 


T . 
mr questionnaire has parallel child and 
forms. The experimenter administered 


he : : : 
Questionnaire to the child. Parental 


Questi ; 
Mage re were self-administered and 
ed by an inquiry. Factual data and 


The trouble with our family is that. . . 


The nicest thing about our family is that... 


multiple-choice items were scored on the basis 
of frequency scores. Attitudinal data were 
scored according to theoretically relevant and 
empirically derived categories. Examples of 
the scoring categories are given below. 


Questionnaire 
Variable Item Scoring categories Examples 
Chronic imbalance: *F. always gives in to M. Says: 
structured M 7 F* O.K. Have it your way’. ` 
Chronic imbalance: ‘I get my own way, that’s for sure, 
M structured F > M my wife has to give in’. 
F Secu ave 9, 12, 35, 37, Self-regulating ‘Mum and Dad mostly like what 
lads :/power 39, 44, 45, balance I do’. 
regulation 49. 50 Transient ‘One thing about P... he doesn’t 
i imbalance bear you a grudge’. 
Chronic imbalance: ‘He's a difficult child - you can 
unstructured never win with him. He has his 


Chronic imbalance: 


little ways of paying you back". 
*] didn't let him try, it was quicker 


structured that way’; ‘I always do what Dad 
M > CH tells me, I have to’. 
F> CH 


"M 
7 F, power imbalance in 


favour of mother; F > M, powe 


r imbalance in favour of father. 
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Variable 


Parental attitude to 
child 


Focus of parental 
discipline 
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Questionnare (cont.) 


Item Scoring categories 
11c, d, 12c, Positive-tolerance, 

d, 14, 37, recognition of 
39, 50 child's autonomy 
Negative — fear of 

child, stress on 

control 
11d, 12d, Child's welfare] 
37, 40 nature of deed 


Parental need/will 


Examples 


‘The kids have their little ways but 
then we all do. They're different, 
but they're good kids’. 

* You can't let him go his own way. 
If you don't rule them, they Ml 
rule you’. 

‘It depends on what happened. 
There must be a reason for what 
a child does. I'll look at it first but 
if he deserved it- he'll get it 
alright’. 

ST crm stop playing with u 
whistle so Mum took it off me bu 
then gave it back to me when ^ 
was ready. If she hadn't taken 
we would've been late coming 
here’. 

‘When I shook the bell they r^ 
M. was getting wild and they 
would keep quiet". 

*From a itle fellow you alway® 
had to use force with him. Mino 
issue an instruction T always 3 
to it that it is carried out - 


ew 
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Social drop-outs and hippies: fantasy, object-relationship 
and aggressiveness 


By ILKA von ZEPPELIN* 


WHAT ARE SOCIAL DROP-OUTS? 


Schumacher (1969) gives a good description 
or the drop-out syndrome, which specifies 
? Subgroup of social drop-outs, called in 

erman ‘Gammler’: 


The way of life of a social drop-out can be 


CMaracterized as behaviour which aims at a state 
el extreme passivity. Typical features of this 
in ed are the recurrence of acquiescence and 
á he the rejection of all prudent planning 
and, it of all notions of efficient gift 
ambiti 80es without saying, the rejection st a 
Besos To be sure, there are transitional states 
i m. away from an attitude of passively in- 
Top. nt drift toward more provocative forms i 
kin hee behaviour... There are, no doubt, all 
turnin transitional states ranging from a cec 
Quest 4 aside -in extreme cases leading to _ 
aggressi, ecstatic experience — to more active an 
V Sive forms of behaviour. On the whole, 


Ww. 5 
3 i H 

confe 'S involved is the stressing of the non- 
Ormist attitude. 


^ Contrast to Schumacher's subjects we 
ur hay stigated chronic social drop-outs. 
Soup.) POtheses are based on the following 
"Ces: (1) four psychoanalytic therapies 4-5 

S @ Week, ranging from six months to 

2) "Years, with interruptions, discussed later; 
Brot Up Psychotherapy with two hippy 
Sci each of 20 sessions, and participating 
&ou vation of one hippie and two mixed 
Vit living in communities; (3) 62 inter- 
Tang} (30-60 min.) with social drop-outs, 
them ë in age from 14-27 years. Thirty of 
the Were then selected for later research, as 
Showed very clearly the specific criteria 
Wit “veloped in this paper. They were tested 
" various psychodiagnostic methods and 


Zine Chologisches Institut der Universitat 
* Plattenstrasse 54, 8032 Zürich. 


matched with a control group on IQ, age, 
sex and social background. In the following 
we have tried as a first step to use psycho- 
analytic concepts as a frame of reference for 
our theoretical considerations. 

These particular chronic social drop-outs 
differ essentially in their ideals and object- 
relationships from hippies and members of 
communes. They avoid groups with emotional 
interactions; for this reason they do not 
establish communities, but remain on their 
own. Togetherness with any given object is 
based on chance and utility (a place to live, 
sporadic job opportunities, accessibility of 
drugs): objects are in principle interchange- 
able. At times they do not even notice that 
for days a stranger has been living in the room 
with them or that an associate has long since 
vanished. They have no common ideals like 
the hippies (‘make love, not war’) or political 
aims like many communes. They are also 
clearly distinguishable from ‘rocker’ gangs 
with their authoritarian structure. Prevailing 
passivity throughout appears to be an ideal 
(in their experience the sole and exclusive 
ideal). As we shall demonstrate later on, this 
passivity is the necessary and ineluctable last 
stop of a defence process. The formation of 
the ideal has the structure of a mental re- 
inforcement process which guarantees the 
performance of the passive behaviour. 


COLLECTIVE FANTASIES 


A very typical drop-out phenomenon is 
what we would term ‘collective fantasies’, 
The drop-outs sit together in groups and, out 
of crudely understood philosophies embracing 
such themes as the ‘Nirvana principle’ and 
‘concept of time’, which they cannot sub- 
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sequently describe in any precise manner, 
there arise fantasies marked by a high degree 
of vagueness and a stereotyped character. The 
contents of these fantasies are repeatedly the 
same: ‘passivity’, ‘merging’, ‘dissolution of 
the body’, ‘absolute consciousness’, etc. It is 
important to note that the contents embrace 
no personal fantasies that would reactivate 
unconscious conflicts. However, in their im- 
personality, they must be of such a nature 
that everyone can identify with the problems 
expressed in the fantasies. Groups are sought 
out, because in this setting there can occur 
a common orientation of the fantasies toward 
depersonalized and de-individualized prob- 
lems. Here we have hit upon a decisive 
difference from daydreams indulged in by 
groups. In the latter case (see Sachs, 1924; 
Freud, 1908) two or more people together 
pursue a daydream which, for a while, re- 
places each one's private daydream. It contains 
quite specific heroes who can be understood 
in terms of the problems shared by all the 
dreamers. These daydreams, in turn, are based 
on an intensive interaction of the group's 
objects. Like individual daydreams, they are 
derivates of unconscious fantasies which are 
admitted for a certain time and which have 
the capacity to absorb anxiety. Forthis reason, 
daydreams are frequently liable to be re- 
pressed again and are no longer reproduced, 


even in psychoanalytic treatment (Nagera, 
1969). 


The collective fantasies 
like actions (e.g. criminal acts), are recounted 
as a matter of course in the therapeutic 
situation, but not the individual daydreams 
that are also present. One can hypothesize 
that the collective character of these vague 
fantasies offers Protection against individual, 
conflict-laden fantasies having the structure 
of daydreams. They are unattended by feelings 
of anxiety, guilt and shame (in contrast to 
the individual daydreams pursued in com- 
mon), and therefore they cannot serve the 
function of anxiety absorption. Besides, there 
is an appreciable difference in the level of 
activity in the two kinds of fantasy. 


of social drop-outs, 
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Finn (1955) has described a similar phe- 
nomenon as the "waking blank stage’, m 
which likewise the negative affects remain 
absent and the above-mentioned state appears 
in full consciousness and is attended by feel- 
ings of contentment and well-being. ey 
perception of the external world is ae 
the fantasy contents are entirely repressed: 
The term ‘blank stage’ evidently characterizes 
the borderline state of a fantasy that E 
'empty' or has been emptied by aeri 
Finn found this phenomenon in cases 
severe reactive states of drug addicts. -— 

Specific techniques can be observed W "^ 
are regularly employed to produce and ^a 
port these collective fantasies. They inc it 
the viewing of "underground" films rcs 
short films — in which over long periods a 
time the camera remains focused on the e 
scene (e.g. cows chewing the cud, pente i 
merging colours, structures that tip ove 


2 ; etc 
unstructured ways, window eve Re 
The accompanying music consists such 


tonously reiterated rhythmic sequence’: qu 
films exert a narcotic fascination, een 
on social drop-outs: after seeing seh a 

they wake up out of a trance-like me they 
questioned about the effect of these Ries ou 
can scarcely describe their apum. put 
are simply not there’, ‘I had dream where 
I don't know what’, ‘I’m way off somewne’ a 


nz 
i and noth! 

like in a dream, but nobody and extern? 
: n dew sc C: ne 
bothers me" are typical replies. Thes ec 


"TT 
perceptions no doubt generate n put 
tive states that are intensive in charac nicl 
they do not serve to unleash ree on 
are in the last analysis memory-mot! . £f 
derive from tensions arising out of ne mor? 
sexual tension). This state of yos o? 
Over, is also described in the -— M 
drug-induced states (e.g. DeShon jov im" 
The affective states are connected wit in pe 
that are either external to the body 0T repo, 
Which in the course of the process Lam e 
lead to unusual or novel structural Pe. a " 
constructions. (A physiological hyP gory 
the effect of LSD on the visual proce The 
retina can be found in Neisser, 19 
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visual Perceptions are secondarily elaborated 
dog, een under the influence of the 
a ome es of fantasies in inner 
apparanc ( na) perceptions presents the 
ain ae = individual fantasies which con- 
TH nega of early childhood, or their 
fen a " "estu conflicts which stem from 
iisa a accompanied by anxiety and 
aivizctare The instability of the cognitive 
also in mei assi fantasies, expressed 
ings (S| m hiatuses and thought-wander- 
reaking vide 1969), inevitably leads to the 
tons L of individual fantasies that never- 
WE. emerge (cf. comments below on the 
ber lt now becomes immediately 
mistiser Why drop-outs can become chronic 
iir "à of drugs: the effect of the drugs 
olia PN to the unconsciously intended 
Uian at individual fantasies laden with 
extenda e and anxiety by means of =n 
Stage? ^ practice of pursuing ‘waking blank 
antasy images. 


Defence against fantasies 

tone of psychoanalytic theory, the 
characte, Wards off fantasies that possess the 
une €r of daydreams and are thus derivates 
Vg 9nscious fantasies, which, in a reacti- 
against tee can motivate action. The “defence 
fest antasy’ type of behaviour is mani- 
Who Sr as in the case of young drug addicts 
alit » € not drop-outs - in the paucity, trivi- 
Obta; nd Stereotyped character of the results 
rias in test procedures which induce 
pps (Silverman & Silverman, 1960; von 
by a > 1968). An additional investigation 
Contin’ & Kornetsky (19544, b, 1955) also 
drugs d that, with the increasing use = 

Intensi o em diminish in frequency an 


ant 


In : ‘Bad trip’ 
S x. ative fantasies’ under the influence 
kno os Participants frequently have uet 
b} as a ‘bad trip’, which is characterize 
of desperation and anxiety, con- 
$ With a marked feeling of inferiority, 
"lessness and dependency. There 15 also 


Decta 
Poy, 
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a feeling of helplessness and abandonment if 
all the other participants are on a good trip 
and cannot be called on for ‘help’, because 
they cannot be addressed and also because 
a bad trip is an entirely individual phenome- 
non that cannot be emphasized by others. 
A drop-out, for example, described a bad 
trip as follows: 


Never again would I like to go through something 
like that, I'd rather commit suicide. I suddenly 
knew that I am in love with my little sister and 
would like to sleep with her. I got so afraid, my 
life became meaningful and thus meaningless at 
the same time. I love my sister. I could only 
scream in desperation, but nobody heard me. 
It was so horrible, it must never happen again. 


Here a collective fantasy appears to have 
turned into a personal one, a cathected 
fantasy into a wish fantasy (Moser, 1967). 
Again, in terms of psychoanalytic theory, 
there has been a breakthrough of fantasies 
based on an instinctual wish and bound up 
with a cathected object-representation. The 
danger of such a breakthrough is slight in 
the case of collective fantasies, if care is taken 
to avoid intense affective relationships with 
the other participants. For this reason, going 
on a trip together with an object to whom 
one has an intense relationship is avoided, 
but this frequently happens in the case of 
drug-addicts who are not social drop-outs. 

It appears from what has been said above 
that the psychoanalytic situation is felt by 
drop-outs to be like a bad trip and must be 
avoided. Since the psychoanalytic technique 
seeks precisely to reactivate conflict-laden 
fantasies and experiences which have been 
repressed, under controlled conditions and 
on to a cathected person (analyst in the 
transference relationship), it runs directly 
counter to the defence technique of drop-outs 
by which fantasies are left unstructured and 
impersonal, and a strong cathexis in an 
object-relationship is avoided. The mere 
invitation, made in analysis, to verbalize 
everything that comes into one's mind is 
capable of producing in social drop-outs 
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anxiety and blocks. According to Loewenstein 
(1956), fantasies, by being verbalized in the 
analytic situation, acquire a specific reality 
value, which is secured by the presence of 
an analyst, who serves as receiver and storer 
of the information (as an additional memory). 
Loewenstein (1956, p. 464) adds: ‘Affects and 
memories have become realities of the outside 
world in a factual and in a social sense.’ It is 
therefore not surprising that whereas drop- 
outs can readily report on some actions 
(criminal activities, masturbation), it is only 
with signs of severe anxiety, both physiological 
and psychological, that they describe the 
attendant fantasies if the latter are bound up 
with cathected representations. The psycho- 
analytic situation goes on to generate specific 
transference fantasies which are thus related 
to a really present object. At this juncture 
the only thing left for a drop-out to do is to 
apply all the tricks of interruption, such as 
silence, breaking off the session, not appearing, 
travelling away, sudden absences, increased 
intake of drugs and suicide: all of these are 
types of behaviour unleashed by the defence 
process and they jeopardize the psychoanalytic 
treatment or render it impossible in this form. 
(We will discuss in another paper the problems 
of varying the psychoanalytic technique when 
applied to drop-outs.) 


Os) ECT-RELATIONSHIPS 


The impression may have been created that 
social drop-outs only live in collective fan- 


tasies. How do things stand in the real object- 
relationships? 


Mr K. has taken in another social drop-out and 
they ‘keep house’ together. He shares everything 
with him, although he does not find him particu- 
larly congenial. They take pot together and share 
money obtained by begging. Even after a few 
weeks he still knows nothing about the personal 
life of his fellow drop-out. He is not satisfied 
with this relationship and continually compares 
it with the ‘genuine’ relationship to another 
fellow he knows, who is absent. One day his 
associate is suddenly arrested and, being an 
alien, is deported. Mr K. then takes in three 


ILKA VON ZEPPELIN 


other drop-outs who are strangers to him. In i. 
analysis he first displays ie acci api 
loss of such a ‘unique’ friend. He writes a si 
tionate letters to him, full of longing and idea 
ization. The actual relationship displays affective 
indifference. Mr K. does not even res irri 
those fellow drop-outs deprive him of his e 
He also allows his associate to take comp s 
charge of the pot, which he has obtained à 
paid for. 

Although these random social drop" 
collectives form all kinds of aiit 
relationships, they put scarcely any € the 
burden on the individual's experience. € de 
other hand, sudden feelings can be A the 
towards an absent object. On the level oe y 
real relationship, the object is very in o 
replaced. This is a typical, basic featu ha 
à cathected defence behaviour, sum m 
been described by Moser (1967), Moser alyti¢ 
(1969, 1970) in terms of an dis 
object-relationships theory. This moc truct 
criminates between various groups of sent 
urally defined defence mechanisms. It on - 
in the framework of a system of m n 
self-representations, various process 
cathexis, P elevant 

The aspect of this model that 2 scri it 
here is the concept of cathexis defen"; 


seems to be of great importance organ” 
interpretation of the specific dean rop 
zation of this particular group of soc? 
outs. 

Remarks on cathexis defence w 


0 

Cathexis defence is a supplementary exi? 
of defence supporting the counter Jatte! 1 
defence when the efficiency of the on 
not enough to ward off the st rde” 
conflicts. In pre-oedipal neuroses 2NC .. cor 
line cases, cathexis defence seems a pr e 
tinuously used. In a counter-cathe c 8. 
the cathexis of object- and self-repre?, f w 
is not altered (although the pape ha. 
representation changes). On the ot inex. 
in cathexis defence we find that m p 
reduced. The anxiety usually pot Th 
cathexis stays bounded with the 0bJ 
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results in a self-object-relationship with low 
Intensity and high anxiety. Wishes concerning 
= a a the object of these relationships 
Pil eas s kept below the level of the 
tie Reno real satisfaction. The quan- 
y of these general cathexis reductions is 
bs to anxiety free fantasies which are 
dise n These fantasies are very easily 
m d "n other objects, because the binding 
They da ject of defence must be avoided. 
lis bec continuously personal character- 
ists B structural elements of the con- 
indes this process the self-object relation 
emotion a distinct loss of capacity for 
the Io na experience, but we do not find 
SS of reality that is characteristic of 

Psychotic episodes. 
gu m that collective fantasies are such 
riga ai fantasies and that drop-out 
ationst experiencing such fantasies have re- 
E Pha e that are not binding and vale! 
in Tite cathexis; their interactions are reduced 
nsity too. A relationship, however, can 


remain « ^ 
dies constant’ on condition that the 
ie Supports the defence against cathexis. 


n » Sbjects are, for example, those that can 
and a small amount of real cathexis. 
ra relationships mutual demands are 
The thing is expected and nothing is given. 
eig conexion remains impersonal and 
Dow t Partner takes the trouble to get to 
ent E Other. There is hardly any develop- 
Contrar positive empathy, a fact which is 
Psych Ty to that which is observable in 
Outs Panalytic therapy, where social drop- 
defert evidence of normal sensitivity, their 
(ien being mainly against a too intensive 
jeep o tionship. If the cathexis of an 
the q; ^21 hardly be warded off (e.g through 
issolution of defence in psychotherapy) 
tha, 4.0 the object requires greater cathexis 
E * person concerned can produce, the 
"Ship is temporarily dissolved or the 
favou may even be abandoned. d eei 
bien E are objects that are moe y 
“athey; the physical distance supports os 

Xperigs defence and naturally reduces 

s “Nees of anxiety in this relationship. 
3 
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Cathexis defence of the self-representation 

The defence against cathexis of the self- 
representation appears to be significant in 
the case of drop-outs. In the case of social 
drop-outs it is repeatedly observed that, after 
a short time, they abandon activities of all 
kinds (e.g. work) and for reasons unknown 
to the observer. Apparently, active behaviour 
reactivates conflicts, with the result that 
active manipulation of the environment is 
renounced, apart from a few isolated activities 
which are kept secret. It may be assumed 
that the positive feedback normally created 
by activity, which results in a heightening of 
self-esteem, is not functioning. They fear, for 
example, that work may lead them into a 
trap the structure of which they cannot grasp 
either emotionally or cognitively. Conflicts 
with intensive feelings of shame and worth- 
lessness are regularly found in the life-histories 
of social drop-outs in connexion with highly 
cathected activities. The reduction of these 
self-affirmative activities which heighten the 
self-esteem serves to avoid the repetition of 
narcissistic wounds. The fantasies concerning 
the patient's own self, which stem from the 
cathexis defence, naturally contain fantasies 
of passivity and reveal characteristics of re- 
gressive, revitalized visions of omnipotent 
bliss, which are to be achieved by means of 
assive merging and self-object dissolution 
processes (cf. Schumacher, 1969, 1970). 


Social organization of social drop-outs 
and hippies 


We now revert to the distinction made 
between social drop-outs, hippies and mem- 
bers of communes. Social drop-outs do not 
form groups. Their object-relationships come 
about by chance and are utility-orientated. 
Interactions with individual objects and with 
an entire group as objects of reference must 
not possess great intensity. By contrast, hip- 

ies live in groups and group life becomes 
their ideal. Another particular quality of 
hippies, is their potential readiness to extend 
the group to include other individuals who 
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are prepared to adopt the hippie ideals. These 
object-relationships are in their case so 
structured that they offer the individual mem- 
ber conditions specifically suited to overcome 
individual conflicts. While the group life of 
many communes is characterized by the 
transfer of individual family neuroses to the 
group (which makes this type of social 
organization so brittle), conflicts between 
members of hippie groups are avoided. This 
is expressed in the rejection of any sort of 
aggressive behaviour. The predominance of 
participative experiences and the reciprocal 
encouragement of merging and identificatory 
experiences permit one to conclude that in 
hippies the object-relationship is predomi- 
nantly narcissistic in character. In order to 
understand this, we must introduce an im- 
portant psychoanalytic conception, namely 
the distinction between narcissistic and ana- 
clitic (attachment) object-relationships. In 
psychoanalytic libido theory, the latter would 
be called ‘libidinal’ object-relationships. 


Narcissistic and anaclitic (attachment) 
object-relationships 

A subject-object interaction is represented 
as follows in accordance with this concept: 
an ‘actual cathexis’ activates a representation 
pattern. In a simplified form, one can 
differentiate a subject and an object share. 
Moreover, it is determined by the specific 
nature of the need motivation. Thus the actual 
cathexis activates a behaviour programme 
with a certain intensity, which, as a first step, 
is filtered and shaped by a defence organi- 
zation. The representation pattern (which 
contains the desired form of satisfaction) is 
transformed in such a way that anxiety-un- 


pleasure is minimized, which results 


in a 
transformed actual 


cathexis and a certain 
degree of autonomy, or, alternatively, as the 
object dependence, which acts as the deter- 
mining factor in the subject-object interaction. 
Out of the relationship between the cathected 
self- and the object-representations, one finds, 
When the cathected self-representation is pre- 


dominant, a narcissistic object-relationship, 
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and, when the cathected object-representation 
is predominant, attachment type of aed 
relationship (cf. Eisnitz, 1969). The two r is 
lated paths of object reference ae 
in higher primates: the narcissistic © je 

reference goes back to those mechanisms 9 
social behaviour which regulate dominant” 
and hierarchy; the attachment object gee 
has as its precursors all kinds of attachme st 
behaviour (adherence to the mother, [e 
for flight and protection, transfer of oor 
attachment modes of behaviour to wen 
behaviour and to dominant objects). In ke 
narcissistic relationship the object wn 
parts of one's own self (sclf-ideals). Ano e 
for instance, in such a apnoea to 
ibject 
jstle 
the 


behave only in such a way as correspo 
the ideal self-representation of the BUH 
Whatever is not included in the narciss! 
cues remains a matter of indifference d 
subject. Therefore a very high js y ic 
empathy in the sphere of the pet 

relationship can accompany à perde jying 
empathy into components of the objec ships 
‘outside’. In the attachment-relatio™ ac 
objects are sought out anaclitically to "anion 

former attachment-objects, i.e. objects shalli? 
are suitable for the specific oral, anal, " bi 

and genital needs. The two jon pani 
wished cue configurations are normally is vet) 
in the same object. If the autonomy seg, 
low, then, once an object has been scut n 
changing to another can no longer 0^7 f 


4 w S 
d alities with 19 e 
severely disturbed personalities W ciii T 


esteem (narcissistic disturbance). m 
clearly demonstrated: there occur y n z^ 
relationships to the object which pehavë A 
to crisis, if the object does not “igsisti? o 
accordance with the desired narcis 
attachment wishes. 


Object-relationships of drop-outs " 

and hippies "- ef 

It has already been said that drop- yin $ m 

to minimize the intensity of both d at, 

object reference, via the technique? he 4 
ected defence in connexion with mE 


i à ion 
representation and in connexio 


Social drop-outs and hippies 


object-representation. They are evidently so 
severely disturbed, especially in their ed 
[FS id that a narcissistic object-re- 
their "i sede out in accordance with 
d n wishes, would lead to great 
a aar ai the object, a dependence that 
the et pes great anxiety. For this reason 
of a ANE defence prevents the emergence 
medir a relationship: it can also be 
how Mida the behaviour of social drop-outs 
an eimi brief contact, they must interrupt 
ack te the object must be thrust 
ie. b e sphere of "indifferent objects 
"Pie uid not producing a positive re- 
iet aed this is accomplished by 
Ssive behaviour, which, being mixed at 
bie time with flight behaviour, never 
tenim very intense. In the psychoanalytic 
Penden nt of social drop-outs, narcissistic de- 
Stom on the analyst in the transference 
relatior e visible: If the therapeutic 
in the a up then becomes too intense it leads 
Milder aR of cases to suicide attempts. in 
(travel Cases to protracted interruptions 
displa Or recourse to drugs). The hippies 
With A SN cathected defence in connexion 
connexis self-representation, but rather in 
hey Ea n with the object-representation. 
ang , 7?» then, not na stically disturbed 
ap, ne capable of elaborating 
Self can se object-relationships. One's own 
Selves © enjoyed: the hippies adorn ane 
Cnjoy” PR Fhsnseius on display and intensely 
Are not nsory experiences. Social drop-outs 
Selves Pis a of this: they neglect them- 
do not Sy are ashamed of themselves. they 
Shing Miss to attract attention (the astoni- 
troy eo being that they seldom get into 
Ofte with the authorities, although they 
Enjoy Commit petty crimes, such as theft). 
to a of one’s own body is restricted 
ing n fields of activity (getting @ fix, 
Tugs, concealed playing with body- 
Nipul asturbation must occur only on a 
Olving etre basis; attendant fantasies A 
cial cA $ own body are scarcely admitte : 
Darei drop-out is not capable of forming 
Uc groups like the hippies. What they 
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both have in common is their only slightly 
developed elaboration of object-relationships 
of the attachment type. The objects in this 
part of the object-relationship are not regarded 
realistically: the really existing qualities of 
the objects are replaced by fantasies about 
the objects which have often nothing to do 
with these qualities. In the case of the hippies, 
this facilitates a narcissistic relationship to 
the same object. But there is more to it than 
this: The self-ideal of the hippies, which 
furnishes the narcissistic cues for the object- 
relationship, is structurized in such a way 
that, when objects are chosen, there are 
scarcely any great differences between these 
cues and the really existing composition of 
the object. In a hippie group all the members 
seriously endeavour to behave in keeping 
with an identical behaviour pattern. The 
consequence is that few discrepancies appear 
between cues and real object behaviour. We 
can find here an explanation of the monotony 
and uniformity of hippies repeatedly described 
bv observers. The narcissistic cues of the 
objects are standardized by the group ideals. 
There appears a feeling of being able to 
merge, of oneness and of openness towards 
others and a belief in the possibility of avoid- 
ing any kind of conflict, as long as the inter- 
actions are based on the hippie behaviour 
pattern. Dependency never comes very pro- 
nounced in this social system. 


Differences in the fantasies of social 
drop-outs and hippies 

In both cases individual daydreams are not 
admitted, if they possess ‘attachment’ charac- 
ter. In the case of social drop-outs, however, 
even fantasies which concern their own self- 
representation are warded off, because they 
release feelings of shame and inferiority. In 
the case of the hippies, fantasies involving 
oneself are not inhibited, and artistic creation 
and aesthetic sensitivity are not disturbed 
either. Whereas social drop-outs pursue blank 
state fantasies that are devoid of content, in 
hippies there occurs a collectivization of 
fantasy life in accordance with the group 
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ideals. These fantasies possess distinct, albeit 
crude, cognitive structures: the ‘average 
hippie’ also has ‘average fantasies’. The group 
ideals constitute crystallization points for the 
individually permitted fantasies. The fantasies 
that are de-individualized for reasons of 
defence are also ‘lived’. This gives the 
separate individual the feeling that the conflicts 
borne by him have become unsubstantial and 
banished by way of participative interactions. 
‘Lived’ in this context means that the struc- 
tures of the fantasies are borne by the inter- 
actions in the group system. The actual life- 
style is intended to correspond to their fantasy 
presentations. 


The self-evaluation system 


The fundamental value of autonomy, which 
is to a great extent posited by the history of 
the individual neurosis, is, however, weighted 
by a continuous self-evaluation. In terms of 
congruence theory (Secord & Backman, 1965), 
this proceeds in accordance with the following 
principles: the concept of the self is compared, 
in two dimensions, with (a) the interpretation 
of one’s own behaviour, and (b) the inter- 
pretation of the object’s behaviour with 
reference to the presumed judgement of the 
subject by the object. Congruence obtains if 
compatibility can be achieved. In this case 
the concept of the self and the behaviour of 
the subject are stabilized in the social inter- 
actions. In social drop-outs, the opinion of 
the object is not included in the congruence 
analysis. The interpretation of one’s own 
behaviour leads to a confirmation of the low 
concept of the self (bound up with low 
autonomy). If, for example, they enter into 
a sexual relationship with an object, there 
very soon emerge intense feelings of inferiority 
leading to inhibited behaviour and feeling. 
These feelings are so difficult to bear that 
they are warded off by compensatory mega- 
lomaniac fantasies divorced from reality (e.g. 
being a much better analyst, being able to 
fire machine-guns at a woman from all the 
pores of the body, etc.). Every profound 
disturbance of the concept of the self leads 
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to the erection of a likewise disturbed self- 
evaluation system and to an incapacity to 
make profitable use of the evaluation of the 
object for the purpose of evaluating ones 
own self. In narcissistic collective relation 
ships, such as are possible among hippies 
(the reasons for this have already been 
shown), evaluation is effected via objects 
which offer themselves as narcissistic objects 
that are identically constituted and think ™ 
an identical way (identical with reference 
to the exigencies of interactions in bn 
group). Since all agree to see only mer 
narcissistic cues in the other which are i 
keeping with the common ideals, they a 
help one another to achieve a oangie : 
via the object, via one's self and the cone 
of the self. A reservation, to be sure, e M 
be made at this point. The structure oily 
self-evaluation system can only sconti 
become visible via the changes which it ert 
goes in the psychoanalytic process. Statem n8 
made about hippies in this paper ueni 
based, however, on analyses, but On 
observations of hippie groups. 


AGGRESSIVE BEHAVIOUR 


" ; the ap” 
Both groups are characterized by the 0 


Y ro]n 
parent absence of aggressive behaviour, nc, ] 
far as it is operationally defined as destr ulsio? 
i.e. as behaviour that results in the an ps 
of the object outside the subjects eei is 
For this reason, a striking gine? js 
their indifference to objects the smn ible 
tempted to assume would have been 9n 
objects of a relationship. This e y gu 
object, however, can take place hoe pas 
long as the interaction with the WI exio™ 
not become too intense. In this eon" tio 
it has to be noted that the object i 
Ships of social drop-outs are fe ^ 
Narcissistic, i.e. they seek an o» issih 
Corresponds to the wished-for aen be "i 
cues and they then strive likewise paff 
exclusively narcissistic object for "re 
in the relationship. If a social , of! 
enters into a reciprocal relationship 
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kind just described, he then continues to be 
Very sensitively aware of the extent to which 
he has become a narcissistic object of his 
Partner. The fact of being important for the 
Partner is of the utmost significance for the 
Necessary denial of object-dependence. If he 
ies Tie partner's dependence on himself 
ie sufliciently intense, he is thoroughly capable 
converting his emergent aggressive im- 
i m Overt actions. These actions, how- 
to tapas m qualified that they do not lead 
on the JD ReBGUONS from the partner, but, 
Pendénes sae reinforce the partner s de- 
Vus A further precondition for this is 
or pe to respond to signals of aggression, 
Pa out a smoothly functioning signal 
celin E the emotional form of aggressive 
situate, ike anger and hate) the sensitive 
i nal attunement of aggressive behaviour 
not possible, The basic feature of this 
‘iour is the partial refusal to fulfil the 
“ssistic wishes of the partner. Examples 
"n lechniques, as can be observed in 
constr analytic situation, are the Mp 
analyst  Beneration of guilt feelings in the 
y Coupled with a simultaneous refusal 
ee Peg chronic rejection of a feeling 
(in Ss in the analyst, destructive behaviour 
© sense of indifference) towards de- 
ated objects who are related to the 
on of the analyst, etc. If, again, the 
nte becomes too intense, pend 
© iny, Ne drop-out's own narcissistic wishes 
‘hee (especially when, in addition, 
UH components in the interaction are 
F rienced as a consequence of the weakening 
be rons defence), the interaction must 
Cours zn off. Owing to a low autonomy, this 
but p_ S abrupt flight and often as a suicide, 
the ob; ly ever as a violence directed against 
ject. 
Sh es Case of the hippies, aggressive modes 
Objet rout scarcely appear within group 
relationships. The narcissistic object 
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relationships are so constituted that an object 
deviates only slightly from the narcissistic 
cues. Frustrations and injuries are therefore 
less likely to appear. This observation is based 
on a specific concept of aggressive behaviour, 
as the consequence of a regulative disturbance 
of the subject-object interaction. Deficient 
congruence of cues and object behaviour 
releases impulses to influence the behaviour 
of the object in accordance with the cues. 
Openly aggressive behaviour is only one of 
these techniques. Whether they appear or 
not depends ona group of additional variables, 
let us say, on the norm structure of a group 
relative to aggressive behaviour and on the 
extent of introjected inhibitions of aggression. 
The idealization of non-aggressiveness can be 
regarded as a secondary group-orientated re- 
inforcer of non-aggressive behaviour. Hippies 
can display aggressive behaviour when an 
object located outside the attachment bound- 
ary suddenly obtains attachment cues, and, 
with the induction of an attachment relation- 
ship (indeed originally wished), conflicts from 
early childhood are reactivated. The aggression 
will be especially violent because attention to 
aggression signals has been constantly pre- 
vented and there is a lack of inner learning 
processes dealing with aggressive impulses 
(partial activation of aggression programmes). 


SUMMARY 


In the terms of psychoanalytic concepts we 
have tried to differentiate between hippies and 
a special group of social drop-outs (* Gammler "). 
The various types of narcissism and object- 
relationship are discussed and the special function 
of fantasy in defence formation is analysed. 
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Obituary 


EDWARD 


uds “ety died on 16 August 1972 at 
Yasmine - age, and has left behind him a 
inii d die the ranks of the psycho- 
inea e His was not only a towering 
energy Pa. ined with driving, unremitting 
capacity s a mind endowed with that rare 
that iain; judgement, and a character 
principle ; compromise in matters of 
moment Th no fear of marring decisions of 
ing of his E is how he earned, in the even- 
of some N : i implacable enmity on the part 
more ds ise opinions he subjected to no 
With who n scrupulous inquiry, and some 
Cause his mn he had to part company only be- 
that he A ala demanded it. It is curious 
in an a hould have aroused unkind feelings 
Was : is let alone lasting ones, since he 
natural Kanae courteous of 
Corded to D and generosity, who ac- 
Own tnis fellow-men their right to thetr 
readiness ing and beliefs. In fact, he had a 

“ess of trust, born of that generosity, 


Which ; 
him S ids served 


man 


ill. B ast on one major occasion se 
Parts of ^a he was honoured by many in all 
Bidance ue world. who looked to him for 
Science den the rigours of psychoanalytic 
ihdreq . nd a rigorous scientist he was, a 
uch eai of Thomas Lewis who did so 
hol clinical science. 
terizeg ad Freud has said that what charac- 
atea oo analysis as a science is not the 
With Whi pie it treats, but the technique 
erst; ch it works. That is the clue to the 
the ee of Edward Glover's work from 
Ought = beginning to the very end, but one 
ew Start with the beginning. 
th Son as born in Lesmahagow in ind 
“Tudi b à schoolmaster of wide humanistic 
Sars oF and the younger brother by six 
p Mber James Glover, and later on, aS à 
"cho A the newly established British 
nalytical Society, he showed capa- 


Scotland. 


GLOVER 


cities which marked him out for a leading role 
in the new discipline. Edward Glover, after 
the early schooling and following the ex- 
ample of his admired elder brother, chose 
medicine as his calling. Having obtained the 
degrees of M.B. and Ch.B. with distinction 
in 1909, he settled down to a post of house 
physician with Professor John Cowan at the 
Royal Infirmary in Glasgow. There he re- 
mained with this noted clinician for a number 
of years, and acquired, besides à thorough 
grounding in clinical medicine, first-hand ex- 
perience in conducting research under the 
direction of his chief. In 1915 he gained his 
M.D., again with distinction, at the University 
of Glasgow. His clinical work, concentrating 
on diseases of the chest — Professor Cowan 
was primarily à cardiologist - and continuing 
later in hospitals near London and in Birming- 
ham, led to the publication of several papers. 

However, the strictly organic approach to 
clinical medicine left some of Edward Glover's 
scientific curiosity unsatisfied. Shortly after 
the end of World War I, intimation began 
reaching him from his brother James that a 
new field of clinical experience had been opened 
up and was being developed by Sigmund 
Freud in Vienna and by his various pupils. 
By 1920 they were both initiates of the new 
of the unconcious; both were 
and in analysis with Karl 

training took no longer than 

a few months and included regular visits to 
the psychiatric hospitals of Berlin. On their 
return to London they joined the newly 
founded British Psycho-Analytical Society 
| members by 1922. 

In 1924 appeared Glover's first. psycho- 
analytic paper on a theme close to the 
heart of Karl Abraham, its subject and title 
being ^ The Significance of the Mouth in Psy- 


choanalysis’. When the paper was reprinted 


psychology 
in training, 
Abraham. The 


and were elected ful 
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in the volume On the Early Development of 
Mind in 1956, in an introductory note Glover 
called it “a museum piece’. One may accept 
the term as denoting a response to a historical 
interest in Glover's psychoanalytic clinician- 
ship and theoretical acumen. It reveals him 
as a master of both, and at what an early date 
in his psychoanalytic career! The paper leaves 
no stone of clinical concern unturned and maps 
out Glover's characteristic approach, ranging 
from exact observation and apt description — 
the indispensable first Steps of a scientific 
method - to a search for origins. His language 
is replete with vitality and, in many places, 
poetic (a gift displayed in most of his writings 
and apparently inherited from his mother), 
but its salient merit in his very first paper on 
a psychoanalytic theme is the natural ease 
with which foreign (German, Latin, Greek) 
words find their opposite numbers in native 
English without recourse to the vocabulary of 
dead tongues. Had his example been followed, 
much scientific misery would have been 
prevented. 

Glover’s literary output was large and from 
early on included writings on technique, cul- 
minating in the tome which is widely known 
and resorted to. At the same time his vivid 
concern, which no doubt went back to his 
discipleship in Berlin, was the building of 
bridges linking Psychoanalysis with psy- 
chiatry. ‘The psychoanalyst cannot postpone 
indefinitely the task of correlating psychiatric 
data with his own systematic formulations on 
mental development,’ he wrote in 1932. And 
in the same year he told an audience of psy- 
chiatrists at the Royal Society of Medicine 
that psychoanalysis looked forward to an in- 
creasingly close alliance with psychiatry. A 
System of classification of disorders of mind, 
he informed them, must contain firstly a de- 
Scriptive factor, but that factor needs to be 
combined with criteria which will promote 
genetic understanding Not only to facilitate 
differential diagnosis but also for even more 
important reasons. Agathon, according to 
Aristotle, said that not even God can change 
the past. Glover would maintain that a psy- 
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choanalyst can. Hence his unremitting stress 
on the genetic aspect of the vast ei 
psychopathology caused by the past, which 
will be influenced to good effect only when the 
deposit of the past, caught up in the uncon- 
scious and timelessly alive there, is set to rights 
again. ; 

- His own main theoretical contribution 
towards a sound basis for the classification 
of mental pathology, by which he laid oe 
siderable store, was the concept of ego-nucle!- 
This rests on Freud's view that psychoanalysis 
stands or falls with the recognition of gm 
component drives and of erotogenic ZON d 
the acknowledgement of these two sets 
facts leading to the transformation of he ri 
cept of genitality into the wider poser 
concept of sexuality. Glover considerec e 
the theory of ego formation and develop? ue 
needs to take account of this and to ae 
the beginnings of the ego as being | capte 
the various erotogenic zones and oie 
ponents, the subsequent degree of prat 
of the multiple nuclei so formed me th 
what clinically appears as ego et dis- 
weakness respectively. He hoped enile 
orders of the mind might yield to more atte! 
and accurate classification when the icula 
was founded on ‘the isolation of Par col 
nuclei or combination of nuclei in part 
disorders’, a an and pet 

As is well known, drug addiction ‘pawa? 
versions were assiduously studied by ' ticia 
Glover and caused him, as a me rang? 
some classificatory headaches. But t? ro pis 
of his interests and of the nee o, 
writings, whose number reaches nhs 2 
200 items including several monograp 


some ten books, was manifold. =. he p^ 
5 i -eminence, 
As a man of his pre-emi s Society: Pg 


commensurate positions in hi Chair 3 
was Director of the Clinic and - ni. 
of the Training Committee of i 1 wit, 
Psycho-Analytical Society until - ie a 
he resigned these posts and s io Cs 
ship of the Society, feeling unab? "for Í 
tinue to share in the responsibil Y plis 
Scientific direction. In 1945 he P 
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£ H - 
rie sare of the Klein System of Child 
dečision ze d which the background to this 
appear E x detail, and which, it would 
after kk Pen. fruit at present. Shortly 
analytic ao the American Psycho- 

hien ane and the Swiss Psycho- 

mis al $ ociety conferred honorary mem- 

PS on him. 
At the Amsterdam Congress in 1951 he was 


Sancti 
oned to form an International Research 
ommittee 


abanda tte work that had begun had to be 
or reasons not dependent on 
However, the paper, *Re- 
in Psychoanalysis’, which 
at the Amsterdam Congress, 
à blueprint for the present and the 


z mM probably the first psychoanalyst 
M, scious o advocated the study of the un- 
. € Fede Causes of war, choosing as his forum 
a eer of League of Nations Societies, 
dresse, in 1931, where he gave several 

in that year. His interest in the 
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unconscious causes of delinquency was re- 
sponsible for the existence of the Institute for 
the Study and Treatment of Delinquency and 
his co-editorship of the British Journal of 
Criminology. He was also contributing editor 
of The Psychoanalytic Quarterly and member 
of the editorial board of The Psychoanalytic 
Study of the Child. 

One of Glover's writings that ought to be 
singled out, is his book Freud or Jung, which 
appeared in 1950— a painstaking and pene- 
trating study of Jung’s system of thought 
which will probably remain a classic in this 
field. 

In 1956 his Alma Mater honoured him with 
the degree of LI.D., which was, for him, a 
source of very great pleasure. 

Many of those who knew Edward Glover 
most closely called him a saint. That was be- 
cause of the way he bore private misfortunes 
and the manner in which he cared devotedly 
for his mentally defective daughter, who sur- 


vives him. 


JOSEPH ZELMANOWITS 


B 
E J. med. Psychol. (1973), 46, 195 
rinted in Great Britain 
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Letters to the Editor 


Dear Sir, 


S > 
ome notes on *Helplessness in the 
helpers’ by Gerald Adler 


Dr Adi 
er has made a: 
to m has made a number of references 


. Ty work i P. 
ike io c in his paper (1972), so 1 would 
ae omment on it. 
escribi ^ ET 
elpless in ibing carly ‘episodes of feeling 
Says: «J ibe own work with patients’, he 
of elplessn. Y had to conclude that feelings 
buiden T and hopelessness were part of 
(my italics). had to bear as a therapist’ 


the 


, n6 of t " 
Pist is to "e greatest difficulties of the thera- 
Would aa across to almost any patient (I 
Point) that hae 
that 
also helplessness and hopelessness (and 


We: 
. ; mr whether singly or together, 
Ving, sha the * burden? of ordinary human 
M hat ise by patient and therapist alike, 
" nr help nor hope has any mean- 
ana cpta iy Opposite. 
Wh Sr mdi this calls for some maturity 
On 3 Ccessful ci is sud i mny depend not only 
4 both thera nternalization of objects’, but 
caj ular Ti pe Pall partient reaching the 
ed * asic oi identification which I have 
Lag, rapist enn - on the lines that "since 
this Somewhere accept and tolerate this, and 
Ne-ness ts ica with him, I can extend 
this mes one Pong s this tolerance, and it 
hay, ollows ao with the rest of me’. From 
S to be + S that the ‘goodness’ does not 
tie ON MEN inside the patient” 
Th 1 Meanin DR otherwise * badness 
Tey. © questions ess and nowhere. . 
er d ben. of liking a patient, expecting 
Sup istic S ee with him, and expression 
lo Wised that. are very closely linked. (I am 
Y mnicoteg Dr Adler makes no reference 
ayer anst (1947) paper on ‘Hate in the 
‘ding? th frence’.) There is no way of 
is thee described, but the 
has experienced (and therefore 


to every patient, at some 


believes) that there is some goodness some- 
where is usually safe in trusting to his capa- 
city to deal on a deep level with ambivalence. 
| think one rarely undertakes to work with 
a patient whom one consciously dislikes un- 
less one has unconsciously found something 
likeable below the surface. If one does take 
on such a patient and does not find enough 
reward of some kind, it can bea masochistic 
thing to go on, in which case terminating or 
transferring. may be appropriate, for both 
patient and therapist. 

In my view there is not necessarily a * mech- 
anism by which a therapist transforms his 
sadistic hate into a useful and productive 
therapeutic tool’. That very hate may be the 
tool needed for the job, even when expressed 
directly; but it does have to be recognized, and 
acknowledged to the patient. This can make 
the patient able to see what he is doing to the 
therapist, and that it does have consequences, 
even to the extent of making further thera- 
peutic efforts (on either side) not worth while. 
This fact does not automatically invalidate 
the whole of the work already done. I think 
that the final act of agreeing with one of my 

atients that his analysis had failed had, in 
itself, a therapeutic effect. 

Finally, I agree entirely with Dr Adler that 
many of these difficult or very ill patients can 
" i considerable success on a basis 
of once or twice a week, or even less. t may 
take a lot longer, but the results are lasting. 

A former patient (one of my earliest, whose 
nent began in 1942, consisted of only 
500 sessions, never more than twice a week 
and with long gaps here and there, and 
finished in 1962), told me recently, *You 
helped me to see that one can live safely in 


insecurity - 


be treated witl 


treat 


e as for her. 
Yours sincerely, 
MARGARET I. LITTLE 


As true for m 
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Rosemary Cottage, 
102 Church Road, 
Sundridge, Sevenoaks, Kent TN14 6EA 


ADLER, G. (1972). Helplessness in the helpers. 
Br. J. med. Psychol. 45, 299-313. 

Winnicott, D. W. (1947). Hate in the counter- 
transference. In Collected Papers. London: 
Tavistock Publications, 1958. 


Sir, 
The ‘clinical’ psychologist: 
stigma, paradox and hope 

Many clinical psychologists are, for a va- 
riety of reasons, would-be psychiatrists: Dr 
Crown realized this aspiration by becoming 
a psychiatrist. He writes, therefore, with par- 
ticular insight of the uneasy relationship 
between the clinical psychologist and the 
psychiatrist; of the anxieties and consequent 
‘maladaptive behaviour’ of clinical psycholo- 
gists (here one might interject that there seem 
to be many more Compulsive WAIS Reques- 
ters than Compulsive WAIS Testers); and of 
some developments which he regards as 
appropriately ‘adaptive’ (Crown, 1972). Try- 
ing to end on a hopeful note, he puts forward 
suggestions for improvements in training of 
clinical psychologists, which may be sum- 
marized as (a) that they should be involved 
more continuously with patients and (b) that 
they should be exposed to as great a variety 
of theories in their teaching as possible, in 
order to give ‘maximal stimulation to 
thought’. 

While few would disagree with the first 
suggestion (indeed, the increasing interest 
of psychologists in new therapeutic techniques 
seems to imply just such an ongoing involve- 
ment), one cannot be so sanguine about the 
second. Dr Crown has mentioned the ‘almost 
pathological fear of making up their minds 
about a given clinical problem’ shown by 
many clinical psychologists: while one sus- 
pects that in many cases this is because their 
teachers have not made up their own minds 
(or have decided to have no views rather than 
Tisk being found to be wrong), one cannot 
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help feeling that being exposed to a variety 
of conflicting assertions is more likely to 
result in difficulty in making up one’s mind 
than being taught from a single consistent 
viewpoint which nevertheless admits its 
deficiencies. 

The main shortcoming, however, of Br 
Crown's paper is that it views clinical en 
chologists as being concerned solely n s 
psychiatric patients; and of course in "i 
field there is bound to arise some confusion 9 
roles, if not frank jealousy, between them "a 
psychiatrists. The bias of this point of vi "s 
is understandable, as Dr Crown's nn is 
pation, both psychological and eee i a 
with psychiatric patients. It ignores, anaes 
the wide range of patients who may er 
— and therefore the wide range of pi 
used - by clinical psychologists who sce ° 
than psychiatric patients. Indeed, 
clinical psychologists the minority 
work is concerned with psychiatric 
therefore their use and interpretation o 
are likely to differ significantly from 
conventional to psychiatry. 

One major group of non-psyc! 
tients is those, referred by neurologists, i 
surgeons or by general physicians Or e ral 
who are suspected of having organic © thos? 
disease; and here one may apt unt 
patients referred by psychiatrists 0P a thes? 
of suspicion of organic dementia. is the 
cases, use of appropriate tests CT? oe (0 
psychologist to make a clear statem" ^ jg 
the likelihood of organic donee jit 
dentify the patient's particular E imp? 
and indeed with certain patterns O ation Es 
ment to indicate the probable pe su 
a cerebral lesion. Dr Crown ure ciini 
prise that more use is not made = itis if 
psychologists of learning tests; y t 


en 

$ 4 e assess 
precisely this field, wher han imP 
ndeed [| 


patient 
those 


. ar 
hiatric P i 
neur 


4 mc kind. ype 
unstandardized or qualitativ lowi”? go 
worth mentioning also that, 1°. pjs 

8 s In 


pioneer work of Zangwill, it ! 
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that neuropsychological research is con- 
tinuously adding to the understanding of the 
relationships between cerebral and psycholo- 
gical function and thereby adding to the tools 
Pra to the clinical psychologist. A full 
l gue of such studies would be out of 
rai in üs examples should be men- 
in Milan — of De Renzi and his colleagues 
treal, of n in Paris, of Milner in Mon- 
-and "es a in Oxford, of Piercy 
—— illiams in Cambridge and of 
ston and of Wyke in London. 
riri es of referrals to the clinical 
Assessment. ": the paediatrician, not only for 
Sible dye S a child's intelligence or pos- 
sea e ERN associated with organic 
disabilities, bua for evaluation of specific 
ic idea EDAM in the field of scholas- 
bade Here the work of the clinical 
arge E auonal Psychologist overlaps to a 
fession re (and it is regrettable that pro- 
tion of Pini have resulted in the separa- 
logy) m two branches of applied psy- 
Make 4 te here again the psychologist can 
live abilite Statement about the child's rela- 
Only the les and disabilities - indeed, it is 
Stateme Psychologist who can make such a 
tddeg Here, too, recent research has 
Schola. Our understanding of the nature of 
'0 the :. difficulties and has lent precision 
ione, NUES involved. Of particular sig- 
Tizay à have been the results of Rutter, 
ang Öre p« Yule in the Isle of Wight survey, 
Paralte sok’ forward to the results of their 
qr; on "dy in Camberwell. 
linicg 8 other sources of referral to the 
Wep4^,. PSychologist should be mentioned 


on "els 9f physical medicine and others 
wie With rehabilitation. This is a field 
titish 3$ traditionally been ignored by 


s: . 
ical psychology: it was with some 
y gy 
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surprise therefore that the writer discovered, 
when meeting Dr E. Weigl (of the well-known 
‘abstraction’ test), that he was one of a group 
of psychologists employed by a neurosurgical 
department in Berlin for the express purpose 
of collaborating with speech and occupa- 
tional therapists in the re-education and 
rehabilitation of patients. Here, rather than 
being limited to making a contribution to 
diagnosis, the psychologist is concerned with 
assessing the patient from the point of view 
of rehabilitation, with providing expert 
assistance in the construction of programmes 
of rehabilitation, and in the assessment of 
the efficacy of these programmes. As psy- 
chiatric departments become integrated into 
general hospitals, and as all hospitals will 
become ‘district’ hospitals, there will be an 
increasing demand for the psychologist to 
provide continuous assistance with voca- 
tional and social rehabilitation of all kinds. 

I think that I have said enough to make it 
clear that clinical psychology consists of the 
application of psychological principles to 
medicine in its widest sense, not to psychiatry 
alone. Indeed, it might be a service to clinical 
psychology to divorce it from psychiatry, and 
to recognize it as à specialty in its own right. 
Certainly therein would be neither stigma nor 
paradox, in the way that Dr Crown sees 
them, and there would be the hope that psy- 


chology might truly be of service to health. 


Yours faithfully, 
JOHN MCFIE 


Charing Cross Hospital (Fulham), 
London, W.6 8RF 


‘clinical’ psychologist: 
Crown, S. (1972). The 'c P 
ponet paradox and hope. Br. J. med. Psychol. 


45, 199-202. 
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Short Book Notices 


TI , 
P Dialisi of the Self. By Hrixz. KOHUT. 
ia a Series of the Psychoanalytic 
s 1 of the Child, no. 4. New York: 
nationa] Universities Press: London: 
xn Press, 1971. Pp. xvi-- 368. $12.50; 
Man 
from Ed dt 
fested by 
Mitiative 


8Uents seeking psychotherapy suffer 
ep disturbance of self-esteem, mani- 
feelings of inner emptiness, lack of 
: Mid er various malfunctions in the social 
Sisti person sa The author calls this "narcis- 
defect in th : ity disturbance’, and sees it as à 
Ontinuit |. Person's sense of inner cohesion and 
self, This an insufficient consolidation of the 
f the ne ROK attempts to define the substance 
Patients sean oil illness. from which these 
Personalit, "i and the important normal phase of 
Qs en. iq correlated with it. The 
di Ne Success R this condition opens the door 
St Scri Ul treatment of many psychological 
M Sight. = formerly thought to be inaccessible 
Mtem E Oviding psychotherapy. These patients 
iscover tr the analyst as a mirror in order 
Seleq in his temselves and in order to be re- 
i the joe ri of them. Or they may 
de, selves egeo and attempt to experience 
up P Strates t part of him. The monograph 
th “lilled ehi] Mat the therapeutic revival of the 
M, © ob : Idhood needs of such patients allows 
‘Yeh etes insight into the nature of their 
l ven Imbalance and to gain mastery and 
NEU Sii They are enabled to make two 
cece steps. They convert their 
lute od into healthy self-esteem, and 
c ianea idealized omnipotent figures 
Th. td ideals. into a set of internal guiding 
E 
al M presents numerous and extensive 
lur, gy ere to illustrate the psycho- 
x es, the es Narcissistic personality Hm 
. the bis of transference pieni 
Pong analy, Specific technical problems, as We 
S YSUs desirable and undesirable res- 


Su S to 
c í à Ere 
d tients Special demands made on him by 


aig 


Depression. By EDITH JACoBsoN. New York: 
International Universities Press. 1972. Pp. 


ix+353. $13.50. 


The author has had extensive experience with 
depressive patients as a psychoanalyst. She 
approaches her topic from various angles. Apply- 
ing the concepts of ego psychology, she explores 
depressive states in different clinical entities: 
neurosis, borderline states, manic-depressive 
psychosis, schizophrenia and paranoia. The clini- 
cal manifestations in these syndromes are evalu- 
ated against the background of normal human 
development and different affective and mood 
conditions in normal persons. In some chapters, 
she compares the characteristic defence mechan- 
isms: in others, she investigates the nature of 
identifications and object relations. Special atten- 
tion is given to the choice of marital partners that 
depressives make, and to the interaction of 
depressive and schizophrenic husbands and wives. 
The study is introduced by a comprehensive 
psychoanalytic theory of affects. All other chap- 
ters are essentially clinically orientated, and most 
of them contain case studies of patients who were 
treated by analysis. Dr Jacobson discusses the 
technical difficulties arising in the treatment of 
borderline and psychotic depressive patients and 
pecially on their transference problems. 


focuses es 


Emotional Growth. Volumes I and Il. By 
PHYLLIS GREENACRE. New York: Inter- 
national Universities Press. 1971. Vol. 1. 
Pp. xxviii, 1-396. Vol. u. Pp. vii, 397-863. 
$25.00 (two volumes). 


This book presents the selected writings of one 
of the most productive contributors to psycho- 
analysis. The forty papers gathered in the two 
volumes cover the years from 1947 to the present. 
The papers begin with the author's early attrac- 
tion to the emerging ego psychology. and demon- 
strate how she was led to investigate other areas 
with which her name has become associated: the 
nature and role of reconstruction in the psycho- 
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analytic process; the nature and function of 
transference; fetishism and other perversions, and 
the importance of childhood traumata in their 
origins; the genetic and dynamic background of 
artistic creativity and of genius. As a well-known 
psychoanalytic teacher, she has contributed papers 
on various aspects of psychoanalytic training. 
The author's papers are characterized by a unique 
interplay of clinical, technical and theoretical 
aspects in which she demonstrates a keen aware- 
ness that different technical approaches produce 
different clinical data, which in turn promote new 
ways of looking at them. Dr Greenacre has used 
the biographies of creative individuals in a unique 
way: to gain better understanding of the clinical 
phenomena presented by her patients, and to 
supplement clinical knowledge. At the same time 
she also has formulated some generalizations 
about creativity, talent and genius. 


Towards Community Mental Health. Edited 
by JoHN D. SUTHERLAND. London: Tavis- 


tock Publications. 1971. Pp. xii+130. 
£2.40. 


In the society into which the new technologies 
are sweeping us, the fate of the individual is of 
paramount concern. How can we create a society 
in which a human being can realize his potential 
for personal development? In the transitional 
period during which established institutions must 
change to match new tasks and values, there must 
inevitably be conflict and stress for individuals 
and groups. To manage these critical situations 
we require wider knowledge about the forces that 
foster optimal growth and efficient and satisfying 
functioning in the individual throughout his 
lifespan. Contributions to this knowledge must 
be drawn from the various disciplines concerned 
with the relationship between the individual and 
his inner and outer environments. In this book, 
the body of theory and practical experience 
offered by clinical psychology, education, psy- 
chiatric social work, psychoanalysis, and social 
anthropology is discussed in relation to planning 
for the future health and development of the 
individual and the community. The volume 
derives from papers presented in a programme 
arranged by the Psychotherapy and Social 


Psychiatry Section of the former Royal Medico- 
Psychological Association. 
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Dependence in Man: a Psychoanalytic Sof 
By Henri PARENS AND LEON J. Sauc. Nev 
York: International Universities Press- 
1971. Pp. 261. $10.00. 


Although dependence is generally associati 
with childhood or pathology, the authors Y x 
it in a broader context — as an essential Rem 
condition" determined by phylogeny and on ef 
geny. They begin with a comprehensive m 
Freud's writings on the subject of depende aid 
drawing attention to the fact that Freud ees 
more about dependence than is generally -— E 
nized. They go on to supplement ihe e [^ 
dependence from their own perspective, dpt 
on the formulations of René Spitz and, he 
parative study, on recent findings of etho dence 
They postulate the libidinization of depe" clo" 
and trace the effects of this on psychic pnr 
ment. Utilizing Anna Freud's develop" 
lines and Margaret Mahler’s iin gr 
separation-individuation, they trace "inica! 
genesis of dependence and provide 
examples. 


The Unconscious Today: Essays 
Max Schur. Edited by MARK K^ 
New York: International Univers 
1972. Pp. 544. $15.00. 


Ja 
; . ; to the 
This collection of essays is a tribute © schuf 


Dr Max Schur. The contributors, 25 e ral and 

view the unconscious within à puse si 
adaptive framework. There is à Sor at mad 
survey of the views and contributions ht. it 
Schur a leading figure in analytic thoug th 


s len 
include his ideas on the body-mind pre 


fof" 
m 
pte 


anxiety response, affect theory, a Pt 
mation, ethology, and the id. The aper Opo 
contains two of Schur's unpublished Lem in! 
is an assessment of the processes invo 
transition from a childhood phobia p sy™ at! 
obsessional neurosis; the other places func io n 
matology of phobias in a genetic ae of P 
context. Articles by more than à o o 
nent psychoanalysts constitute parse the di 
volume. The subjects dealt with pus xut 

of defences in psychic functioning, h o ent ost 
identity problems, termination phen sy" j 


" š ri OSIS; "E 
tasy in relation to creativity, neur Ther? ro 
n 


y to AP” ur 


and the vicissitudes of semantics. |. 
an extensive series of comment? 
ference neurosis in childhood. 
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The Psychoanalytic Study of the Child. Volume 
XXV. Edited by ANNA FREUD, RUTH S. 
EISSLER, HEINZ HARTMANN, MARIANNE 
Kris, SEYMOUR L. LUSTMAN AND OTHERS. 
London: Hogarth Press. 1971. Pp. 543. 
£5.00. 


Ne present. volume marks a quarter of a 
"ed oF publication of this well-known Annual. 
Sind Boe offers twen ty contributions organized 
Psychoa "i principal subjects: Contributions to 
Pathogens Theory; Aspects of Normal and 
tions: Foy Development; Clinical Contribu- 
the veh Applications of Analysis. In addition, 
artm ume opens with two tributes to Heinz 
ann, and a paper by Anna Freud on *The 
YMptomatology of Childhood . 


The Psychoanalytic Study of the Child. Volume 
XXVi. Edited by Anna FReuD, RUTH S. 
ieee, MARIANNE Kris, SEYMOUR L. 
T TMAN AND ALBERT J. SOLNIT. New 

ork; Quadrangle Books; London: Ho- 


gart i t 
Eson Press, 1972. Pp. viii +616. $12.50; 


"bs DN in this volume relate to such topics 
ÎN car] oa of separation of mother and child 
Cope au ildhood, the way in which blind children 
ith Separation from mother and with their 
chomen, imaginary companions, transitional 
diferen Na, the impact of the discovery of sex 
begins ny in early childhood, the way the child 
Sut 9 perform functions previously carried 
$ ait his mother, the treatment of adolescents 
the aps, the treatment of reluctant patients, 
Continents use of his symptoms to ensure the 
Children ee Of treatment, the question of whether 
Adult ie Capable of mourning, the relation of 
or Arbances to infantile neurosis, the prob- 
Svid rió Feconstruction in psychoanalysis, the 
the gu © for the theory of the death instinct, and 
às a postion of whether ‘instinct’ can be regarded 


SYchological concept. 


Psy, 
C. ological Types (The Collected Works of 
R p Tung. Volume 6.) A revision by 
Bays C. HuLL of the translation by H. G. 
Pau T London: Routledge & Kegan 
This t+ Pp. xv--617. £6.25. 
onge 2 One of the most important of Jung’s 
14 orks, and probably the most famous of 
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his books. It appeared in German in 1921 and 
sprang from Jung's need to define the ways in 
which his outlook differed from Freud's and 
Adler’s. In attempting to answer this, he came 
across the problem of types, and in expounding 
his system of personality types Jung relies not so 
much on formal case data as on the impressions 
and experiences derived from the treatment of 
nervous illnesses, from relations with people of 
all social levels, and from an analysis of his own 
psychological nature. 

R. F. C. Hull's revision of the 1923 translation 
by H. G. Baynes brings the terminology and 
style of the work into accord with the other 
volumes of the collected edition. An appendix 
contains four shorter papers on psychological 
typology, published between 1913 and 1935. 


Modern Perspectives in Adolescent Psychiatry, 
no. 4. Edited by JouN G. HowrLLs. Edin- 
burgh: Oliver & Boyd. 1971. Pp. xviii +614. 
£9.00. 


This volume in the ‘Modern Perspectives’ 
series contains papers by experts in various coun- 
tries. Each contributor has selected, appraised 
and explained what he considers most relevant 
to clinical practice in his particular subject. The 
work contains discussions of the physiology of 
adolescence, issues in the developmental psycho- 
logy of adolescence, normal sexuality in adoles- 
cence, the significance of intelligence ratings in 
adolescence, the needs of adolescents for emo- 
tional health, the adolescent as à social being, 
adolescence in cross-cultural perspective, epi- 
demiological aspects of adolescent psychiatry, 
classification of psychiatric disorders, the range 
of psychosomatic disorders in adolescence, 
obesity in adolescence, anorexia nervosa, drug 
abuse and addiction in adolescence, the syndrome 
of derealization, depression in adolescence, psy- 
chosis in adolescence, family group therapy, 
therapeutic processes in an institution for dis- 
turbed adolescents, residential treatment of 
adolescents, university psychiatric services in the 
United Kingdom and an account of compre- 
hensive community programmes for the investi- 


gation and treatment of adolescents. 


MPS 46 


202 


Short book notices 


ivi i "sd i E "ie. ; BERNARD LANDIS. Psycho- 
Separation-Individuation: Essays in Honor of Ego Boundaries. By BERNART 


Margaret S. Mahler. Edited by Jouw B. 
McDEVITT AND CALVIN F. SETTLAGE. New 
York: International Universities Press. 
1971. Pp. vi+520. $15.00. 


Margaret Mahler’s numerous outstanding con- 
tributions to the field of normal and abnormal 
child development and her talent as a teacher 
have inspired her former pupils and colleagues to 
honour her with this volume of original papers. 
The contributions presented take their impetus 
from Mahler’s pioneering hypotheses and theore- 
tical concepts in regard to infantile psychosis, 
child analysis, and the impact of child develop- 
ment on subsequent personality formation. The 
editors’ introductory statement is followed by an 
overview of Dr Mahler’s scientific and profes- 
sional life, presented by Samuel Ritvo. This is 
succeeded by Part I, devoted to theoretical papers. 
Papers on reconstruction comprise Part II, and 
Part III presents research studies. Part IV is 
devoted to clinical papers and the concluding 
Section, Part V, deals with Margaret Mahler's 
contributions. 


Anxiety and Ego Formation in Infancy. By 
SYLVIA BRODY AND SIDNEY AXELRAD. New 
York: International Universities 


Press. 
1970. Pp. viii 4-422. $12.00. 


In the course of their work the authors have 
come to the conclusion that the state of psycho- 
analytic ego psychology is based upon propo- 
sitions about the mental life of the infant without 
sufficient recourse to direct Observations of 
infants. This volume contains their account. of 
the observed connexions between the behaviour 
of mothers and their infants which could not be 
retrospectively articulated by the clinical method 
of psychoanalytic reconstruction and, moreover, 
could not be fitted into the framework of what 
is commonly referred to as ego psychology. The 
core of the book consists of material “about 
mothers and infants who participated in an Infant 
Development Research Project. 


logical Issues. Volume VI. Number K 
Monograph 24. New York: Joran 
Universities Press. 1970. Pp. v +177. $4.50. 


The central objectives of the author are b 
explore the meanings of the construct of A 
boundary, which describes in psychological et 
guage one aspect of the involvement of one eae 
being with others, as well as his differentia o` 
from them. As employed here, the word CEN 
refers to the total awareness a person pete 
everything he identifies as his own: values, Bo ie 
emotions, moods, attitudes, the ways in oo his 
experiences relationships, his possessions, ent, 
body, as well as his past, the present am 
and hopes for the future. Specifically. La the 
attempts to explore the "openness? n 
"closedness" of the ego v. non-ego — ility 
He expresses this dimension as the iuri the 
or impermeability of the boundaries iewe he 
ego and the inner and outer worlds, wea 
focuses on the quality of the separation ne in 
the ego and the external world, especiat 
normal persons. 


Edited PY 


^w Horiz : ` rap y ; 
New Horizon for. Psychotherap. ation? 


RonrRT R. Horr. New York: Intern 5.00. 

Universities Press. 1971. Pp. 418. $15- "T 

The editor asks whether psychotherapy " by 
profession or merely a function carrie sin pe 
members of several established professio. jeldš 
field of mental health. Leaders in differen! ine 
have addressed themselves in specific p pro” 
many problems faced by the relatively mr stio 
fession of psychotherapy. Many crucial 4 lume E 
in this area are discussed, and the Y? 
thoughtfully edited. 


RAYN 
Human 


Development. By edi rail 
National Institute for Social WOT* pwi! 
Series no. 22. London: Allen 


1971. Pp. 274. 


This is an introduction to the und n 
individual psychological processes for i 
work is concerned with the lives A pro 
People. The author presents these z uat 
within a developmental framework. 


S ne O 
1 in 
standin” g 
ersta N 
5 vidi. 


nd 


Short book notices 


bnt bee important experiences of life from 
files told EI childhoadi adulthood and married 
duces key — death, and in this way intro- 
ánd "midi S CS derived from psychoanalysis 
lions »pmental psychology. The book differs 

any other works in taking human develop- 


ment i 1 ^ 
li beyond adolescence so as to include the full 
ife-span, 


Non- Vor " 3 
Verbal Communication. Edited by ROBERT 


ad HINDE, London and New York: Cam- 
Re ES University Press. 1972. Pp. xiii +443. 
5.00; $17.50, 


The j 
expre Importance of non-verbal gestures and 
Ssions i : : f 
'Ons in social relationships has only 


7 
study, become material for serious scientific 
a Study 2 book, resulting from the activities of 
attempt ae set up by the Royal Society, is an 
Ween diffe investigate the common ground be- 
ifference Tent approaches to the topic, to resolve 
üreas har terminology, and to clarify those 
t The E contact between disciplines is diffi- 
com E Pape of the volume can be exemplified 
n me the subjects of its first and last 
Sets ann n the first chapter, D. M. MacKay 
Tocesse.. theoretical analysis of communicative 
ngincer., Bone the terms of the communications 
expressas contrast, E. H. Gombrich s account 
e Apter iei in the visual arts, in the final 
£Yptia, = "ustrated by details from Greek and 
än n reliefs, and by the works of Botticelli 
n i Dbrandt, . 
from se Pages between are contributions written 
logis * points of view of zoologists. psycho- 


i ^ S; a a H NAT © 
linguist anthropologists, a drama critic and a 


Cha 


Den: 
cisi 
On and Stress. By D. E. BROADBENT. 


: " 
197) York and London: Academic Press. 
Pp. xiv. 522. $21.00; £7.25. 


The & 
Concer, lds of human experimental psychology 
Men, " ed with information-processing have been 
i a y active over the last decade. In particular. 
have sudlogies and languages from computers 
Put asi Egested solutions to problems previously 

90k i. rie too difficult. The discussion n this 
a der inked by two essential concepts which 
ihe Pr the usual categories and questions. 
"effici 'S that, in spite cf the brain's comparative 

"ey and the inadequacy of its know ledge 
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of the outside world, man decides and acts 
systematically when faced with similar problems 
in dissimilar situations. The second is that the 
background state of stress, rather than particular 
features of the task, may affect behaviour. The 
plan of the book is to show how research and 
theory have developed chronologically, and the 
description begins with relatively undirected 
observation and proceeds to more confident 
theoretical conclusions. 


The Social Psychology of the Child with 
Epilepsy. By CHRISTOPHER BaGLEY. Lon- 
don: Routledge & Kegan Paul. 1971. Pp. 
xii +307. £3.25. 


There are about 100,000 children with epilepsy 
in England and Wales. This book is an integrated 
review of how epileptic children behave, and how 
they are regarded by parents, teachers and peers. 
Written by a sociologist with a training in 
psychology, human biology and education, the 
book draws on several disciplines — sociology, 
psychology, biology - in seeking to understand 
the complex determinants of deviant behaviour 
in children with epilepsy. The author considers 
in detail the lives of 118 epileptic children, and 
discusses many aspects of their behaviour and 
adjustment at school and elsewhere. 


Legal Abortion: the English Experience. By 
ANTHONY HORDERN. Oxford: Pergamon 
Press. 1971. Pp. xv +322. £3.75. 


This book deals with the termination of preg- 
nancy in the context of the Abortion Act that 
became law in England, Scotland and Wales in 
April 1968. It describes the British situation with 
regard to abortion prior to that date, and notes 
the then extant state of the law. The attitudes of 
the public, the Church, and the medical profession 
are outlined as they become manifest during the 
passage of the Abortion Act through Parliament. 
Sexuality and contraception are considered, and 
the sequelae of unwanted pregnancies are studied 
and contrasted with the results of therapeutic 
abortion. Psychiatric indications for termination 
of pregnancy are discussed, and twelve practical 
criteria are provided on the basis of which an 
appropriate decision can usually be reached. The 
surgical procedures employed in terminating 
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pregnancy are noted, and the consequences of 
the Act in relation to the United Kingdom and 
other countries are examined. 


Patterns of Residential Care. By Roy D. KING, 
NORMA V. RAYNES AND JACK TIZARD. 
London: Routledge & Kegan Paul. 1971. 
Pp. 255-- 15. £3.50. 


This book examines the way that handicapped 
children are dealt with in the residential institu- 
tions which care for them. After surveying the 
need for residential services for children, the 
authors provide a selective review of the literature 
on the care and upbringing of children and on 
the theory of residential organizations. They 
argue that a more precise delineation of institu- 
tional environments is an essential step both 
towards the classification of ‘total institutions" 
and towards the evaluation of the effectiveness 
of residential services. With the aid of a child 
management scale, developed in the course of 
the research, the authors show that wide differ- 
ences in patterns of care are to be found in 
different types of institution. 


Information Processing in the Nervous System. 
Edited by K. N. Letsovic. Berlin: Springer 
Verlag. 1969. Pp. xvii-- 373. D.M. 79.20. 


This volume contains the proceedings of the 
symposium “Information Processing in the Ner- 
vous System" held at the State University of New 
York at Buffalo in 1968. The Objective of the 
Symposium was to correlate ‘neuronal machinery 
with psychophysiological phenomena'. It covered 
a full range of subjects from the activity of the 
single cell to that of the organ, and the responses 
of the whole man in psychophysical experiments. 


Disturbed Youth and Ethnic Family 
By RITA F. STEIN. New York: Stat 


sity of New York Press. 1971. 
288. $10.00. 


The author shows thai 
grounds do have distin 
adolescents and their 


Patterns. 
e Univer- 
Pp. xxiii 4- 
t different ethnic back- 


ctive effects upon disturbed 
adjustments. 


Short book notices 


Psychotherapy and the Modification of Ab- 
normal Behaviour. By Hans H. STRUPP. 
Maidenhead, Berks.: McGraw-Hill. 1971. 
Pp. xii+209. Hardback £2.85; soft cover 
£1.90. 


This text introduces the student aaa 
theories of psychotherapy and to empirica d 
search methods. It is written from the iare pen 
of the researcher and empirical scientist, oes 
presents existing theories as provisional Fui 
ments on complex clinical phenomena. Pro antly 
Strupp uses an approach that is predomin 
research-orientated. 


Invention and the Evolution of Ideas. «| 
DONALD A. ScHON. Social Science Pap à 
back. London: Tavistock Pablicate 
1971. New York: Barnes & Noble. ! Pp. 
(First published in this series 1967.) 
xiii 4- 208. £1.05. 


‘place 

This book was formerly published as DIP iet 
ment of Concepts. Those who enjoyed "e a new 
work should be warned that this is no pape 3 
book. Is it right to republish a book as & P 
back with a completely new title? 


ARKE 
Basic Child Psychiatry. By PHILIP 5 £1.50 


London: Staples Press. 1971. Pp- 236. 


d 
: nts e 
This work is designed to give studen wj 


; ild psy". 
others an introductory account of i specia 
atry, a subject now fast approaching [aus 
status. 


BY 
„pach 
Psychotherapy: a Dynamic App" oa forð 
PAUL A. Dewan. Second pw yi * 
and Edinburgh: Blackwell. 1970. 
: p 
322. £3.75, remp! P 
" 
pe 


à à t app d ihe 
analytic psychiatric — treatmen apy an ji 
Various supportive forms of ther Patient Jm" 
accompanying interactions between F. ag," 


the psychoanalytic model. Throughos seen © 
the strategic and tactical difference ies 15 ef 
portive versus insight-direct theraP! oint- 
sized from the psychodynamic vieWP 


Short book notices 


cns in the Industrial Environment. By 
a FELDMAN. London: Butterworth. 
|. Pp. 128. £2.20: limp cover, £1.20. 


Pao has surveyed the current scene in 

try. Maru of psychology to indus- 

are covered. A om dns working environment 

of a Maters B well as morale, the social system 

boredom Ms v the effects of motivation and 

the man to rae ormance. The problem of fitting 
he job is considered in depth. 


The " . 

Son lerapeutie Play Group. By MORTIMER 

DM Hemel Hempstead, Herts.: Allen 
nwin, 1971. Pp. xv 4-214. £2.75. 


pean boa is a comprehensive and detailed 
Activity. is n of the principles and practices of an 
Which pari experimental form of group therapy 
isturbeq. proved successful with emotionally 
Scribes the prepubertal children. The author de- 
rogramn Clinical procedures and rehabilitation 
hrough E developed over a period of years 
Play Bro Xperience of more than 100 therapeutic 
ups. 


ro R 
E in Paranoid Psychoses. By Nits 
Sai Norwegian Monographs on 
Ne i Science. Oslo: Universitets For- 

- 1970. Pp. 173. Nkr. 45.00; $7.50. 


comp ark represents a completion of a more 
Which nsive follow-up investigation, the results 
loiac p, were published in Paranoid and Para- 
SYchoses (1966). The present book presents 


Tesu e pre -- 
1966 Tog: Of a re-examination undertaken In 


Mfantile an 


lateq tism. By GERARD BOSCH. Trans- 


eid by Derek AND INGE JonpAN. Berlin, 
Verl elberg and New York: Springer 
^8. 1970. Pp. ix -- 158. D.M. 38.00. 


D Work originally appeared in German in 
behavio Toughout the author stresses that autistic 
but a i Is neither a symptom nor a syndrome, 
Perso que form of breakdown in all inter- 
NU Se relations. Professor Bosch attempts to 
en, i language behaviour of autistic chil- 

d poses crucial questions such as: How 
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and to what degree can a child constitute a world 


if he has no notion of the existence of the other? 
What might such a world be like? And, how can 
one live in it? The problem of the use of the 
pronoun `I’ is discussed in detail. 


Childhood Behaviour and Mental Health. By 
MICHAEL SHEPHERD, BRAM OPPENHEIM AND 
SuriLA MITCHELL. London: University of 
London Press. 1971. Pp. 240. £3.40. ` 


Although the term ‘behaviour disorder’ is 
widely employed to designate a variety of forms 
of mental ill-health in children, the criteria by 
which behaviour is assessed remain ill-defined and 
inadequate. The authors have carried out a large- 
scale epidemiological inquiry on a defined popu- 
lation of schoolchildren with four objectives: 
first, to describe the nature and prevalence of 
several types of conduct commonly believed to 
indicate emotional disorder; second, to study the 
duration of such behaviour; third, to identify the 
factors which distinguish ' problem" children who 
are referred to child guidance clinics from 
* problem" children who are not so referred; and 
fourth, to evaluate the extent to which *improve- 
ment’ in behaviour can be attributed to treatment 
rather than to natural development or environ- 


mental changes. 


Adjustment: Models and Mechanisms. By 
InvixG F. TUCKER. London and New York: 
Academic Press. 1970. Pp. xvii +489. £3.95; 


$8.50. 


This is a comprehensive and systematic inte- 
ration of laboratory and clinical research find- 
ings that contribute to our understanding of 
human personality and adjustment. Although 
emphasis in this work is on the psychology of 
learning, the influences of physiological processes 
and social conditioning are given careful con- 
sideration. The roles of verbally mediated be- 
haviour and social learning and imitation are 
emphasized. Topics such as punishment, anxiety, 
frustration, conflict, attraction and hostility, 
withdrawal, approval and dependency are dis- 
cussed in terms of both the controlled laboratory 
situation and the more complex human situation. 


14-2 
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Long-Term Prognosis after Attempted Suicide. 
Bv Nits RETTERSTÓL. Norwegian Mono- 
graphs on Medical Science. Oslo: Univer- 
sitets Forlaget. 1970. Pp. 112. Nkr. 45.00. 


After a survey of follow-up studies on patients 
who have attempted suicide, in which distinction 
is made between personal follow-up examinations 
and others, there follows a description of the 
methods employed, the material, and the results 
of the follow-up examination. 


Facing Reality. By Jonn C. Eccies. Heidel- 
berg Science Library. Volume 13. Heidel- 


berg: Springer-Verlag Longman. 1970. Pp. 
xi 4- 210. £2.25. 


This work discusses the relation between man, 
brain and science. It goes on to deal with the 
neuronal machinery of the brain, synaptic mecha- 
nisms possibly concerned in learning and memory, 
the experiencing self, the brain and the unity of 
conscious experience, evolution and the conscious 
self, and the understanding of nature. Further 
chapters are concerned with the relation of man 
to freedom and creativity, the necessity of freedom 
for the free flowering of science, the brain and the 


soul, and education and the world of objective 
knowledge. 


Psychiatric Disorders in Military Service, By 
ARNE SUND. Norwegian Monographs on 
Medical Science. Oslo: Universitets For- 
laget. 1970. Pp. 205. Nkr. 60.00: $10.00. 


This isa social-psychiatrie and personal follow- 
up investigation of patients and controls in com- 
pulsory military service during peacetime in 
Norway. 


The Cognitive Control of Motivation. Edited 
by PHiuip G. ZIMBARDO. Brighton: 


Scott, 
Foresman. 1969. Pp. 300. £4.00. 


This work contains Chapters by à number of 
authors. The biological drives of hunger, thirst 


and pain are considered, and the second half of 
the book deals with socia 


variables. Much of the 
role of cognitive disson 


l motives and personality 
discussion relates to the 
ance in various contexts. 


Short book notices 


Black Americans and White Racism. aed 
by MarcrL L. Gotpscuvip. New York: 
Holt, Rinehart & Winston. 1971. Pp. xiii+ 
434. 


This volume brings together for the vede 
an important body of work, largely ape d 
social scientists, directly applicable to the p! D 
lems of American race relations. It attempts to 
more than a useful collection of m 
organizes and structures the realm which a 
best be labelled "the social psychology of po 
relations", The editor attempts to Pe 
important parameters in a number or et 
domains such as black identity and persans sil 
the black family and child development, ea 
differences and. intellectual performance, fis 
achievement in integrated and segregated ex v 
ments, racism, and black militancy and viole 


ional 
tive 


Follow-up and Classification of wem 
Psychoses with Special Reference a 5 aid 
Psychoses. By KjrLL NORHK. PA Jo 

Monographs on Medical pe Nkr. 

Universitets Forlaget, 1970. Pp. =!" 

54.00; $9.00. aii 

his based a 

jected 1 

light on ine 

y focus? 

gres at 


The purpose of this research, whic 
à study of functional psychoses sub 
long-term follow-up, is to shed some ; 
classification of such psychoses. The stut A 
particularly on the reactive psy en 
phenomenologically and in terms of pree 
factors. 


pitatine 


, 
rdited P 


Measurement of Man at Work. 5 wif 
W. T. SINGLETON, J. G. Fox AND x LE 
HELD. London: Taylor & Franc? 

Pp. xiii -- 267. £6.00. the 


TRE Q 
This book presents a review of que iq 
Current and potential concepts and lici io 
for use in ergonomics research and p acco" y 
The set of papers included here and i gour? Wi 
panying discussions are intended as @ > ps a 
reference for ergonomics researcl 


ho wor p 

ent: 
up » for stude 
practitioners, and as a textbook for $ 


A 


Short book notices 


Biofeedback and Self-Control, 1970: An Aldine 
Annual on the Regulation of Bodily Pro- 
cesses and Consciousness. Edited by T. X. 
BARBER, L. V, DiCara, J. Kamiya, N. E. 
MILLER, D. SHAPIRO AND J. Srovva. Chi- 
cago: Aldine. 1971. Pp. xxi +546. $12.00. 


The Annual is said to contain the vital work 
Published before 1970 in the general fields of 
a biofeedback, cognitive control of 
_. 2 Processes, and autoregulation of con- 
Sclousness, ie 


Biofeedback and Self-Control: An Aldine 
Reader on the Regulation of Bodily Pro- 


esses and Consciousness. Edited by 
THiopore X, BarsgirR, Lro V. DICARA, 
Jor Kamiya, Neat E. MILLER, DAVID 
SHAPIRG AND JOHANN SrovvA. Chicago: 
Aldine Atherton, 1972. Pp. xxi- 806. 
$17.50, 

This isa companion to the Aldine Annual on 


t 

Ne same 
Contro] of 
Motor 


topic, and contains sections on the 
heart rate; blood pressure and vaso- 
responses; electrodermal activity; sali- 
irena formation, and gastric motility: 
Brüphi. (5 electromyo- 

con- 


Yation, 


Cle 
Phalographic activity; 
activity; methodology; clas : 
; Yoga, Zen, and autogenic training: 
ary control and hypnosis, and voluntary 


"phic 

'tioning 

Slunt 
Cont; 


ical 


i) een : À 
> Consciousness, and physiology. 


In 

Tuiri, 

: ing Man: the Theory of Personal Con- 
structs. á 


SELI By D. BANNISTER AND FAY. FRAN- 
l “A. Harmondsworth: Penguin Books. 
"Pp. 221, 50p. 


Thi 

MS ds T" — 
“Onsite, IS à paperback summarizing personal 
Bene, ICE theory, reviewing the research it has 
a Crate 3: fi and 


Tea. , and relating it to current issues Í 

9n i Beneral psychology. It places emphasis 

m s es a focus O 

Scho] Mon human experience as the focus of 

thes, OBY- The authors argue that construct 
S 

das those com- 


& particular value for i 
a 


" Qj es 
. i s 
“caq Aa the current battle between tradition 
Ic " ^ " z 
th Psychologists and those who seek a 
IMs e 
Manly relevant psychology. 
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The Process of Becoming Il. By Davin 
RoniNSON. London: Routledge & Kegan 
Paul. 1971. Pp. xit 132. £2.10. 


This book is concerned with how people become 
"sick", and not with how they contract diseases. 
It discusses the problem of what makes people 
decide to consult the doctor. The author presents 
a framework for the analysis of illness situation 
decisions, based on the study of a small number 
of South Wales families over a period of 18 


months. 


An Introduction to Abnormal Psychology. By 
J. E. ORME. London: Methuen. 1971. Pp. 
ix E 141. £1.40; University Paperback. 70p. 


This is a concise introduction to a complex and 
highly debated area of psychology and has been 
written specifically for the first-year student. It 
defines and. relates the main areas of abnormal 
»svchology and indicates the range of different 
views held about them. It has a full bibliography. 


Personality and Hypnosis. By JoscpiuNE. R. 
HiLGARD. Chicago and London: Univer- 
sity of Chicago Press. 1970. Pp. x 4-304. 
£5.65. 

The author argues that some people have a 
for deep involvements in reading, music, 
religion, in the enjoyment of nature and adven- 
ture, and that this capacity Is related to hypno- 
tizability. She presents the results of a long-term 

à r i 
study in this area, using psy chometric measure- 


capacity 


ment, combined with clinical assessment. 


The Mentally Handicapped Adolescent. By 
Eees P. BARANYAY. New York and 
Oxford: Pergamon Press. 1971. Pp. + 
164. $7.40. £2.75. 

This is a report on the Slough Project, a 

sociological experiment carried out by the 

National Society for Mentally Handicapped 

Children. The conditions leading up to the 

development of the scheme are outlined, and 

details of its working are presented. 
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Clinical Psychology in Industrial Organization. 
Progress in Clinical Psychology, Volume ix. 
Edited by LAWRENCE EDWIN ABT AND 
BERNARD F. Riess. New York and London: 
Grune & Stratton. 1971. Pp. viii-- 193. 
$12.50. 


This is Volume ix in an established series, and 
contains chapters on industry and the develop- 
ment of human resources; empathy, projection, 
and negation in seven countries; individual per- 
formance and job satisfaction differences: per- 
sonnel turnover; evaluation of management 
training; the problems of the clinical and indus- 
trial psychologist as an administrator ; psychology 
of work and industrial psychology in Poland; 
‘experience compression’ (a managerial-psycho- 
logical team approach to executive 
the psychodynamics and Psychopathology of 
Work; leadership in business organizations, and 
sensitivity training in industry. 


efficiency); 


Madness and Ci vilization. 


Social Science 
Paperback. By MICHEL FoucauLT. Lon- 
don: Tavistock Publications. 1971. Pp. 


xiv 4- 299, £1.00, 


Translated from the French, this edition is the 


one abridged by the author, but contains some 
material from the original edition 


chapter ‘Passion and Delirium’, 
introduction by David Cooper. 


" including a 
There is an 


Modern Trends in Drug Dependence and 
Alcoholism. Edited by RICHARD V. PHILLIP- 


son. London: Butterworth. 1970, Pp. xiii + 
311. £4.30. 


This is the first volume 
Series to deal w 


Short book notices 


The Schizophrenic Syndrome. An Annual 
Vol. 1, 1971. Edited by ROBERT 
CANCRO. London: Butterworth. 1971. Pp- 
xv+791. £9.00. 


Review. 


This is the first volume in an annual 
presenting in full the most important ao fred 
tributions in every area of study of the s€ ul jh 
phrenic reaction. It contains a selection of po? 
from the literature throughout the world. 
first volume presents 50 selected papers. 


Edited bY 


rs from ‘The Criminologist . 
Papers from ‘The Criminolog pub- 


NIGEL MonLAND. London: Wolfe 
lishing. 1971. Pp. 318. £3.50. 


:ournal 
This is a selection of papers from the He 
The Criminologist. It includes a very ides criovs 
of papers likely to appeal to those with a s $ 
interest in crime, its causes, its prevention 
cure. 


pl 

Psychotropic Drug Side Effects. By RIC gr sso" 

SHADER, ALBERTO DIMASCIO pt 

CIATES. Edinburgh: Livingstone (as “ai 
for Williams & Wilkins). 1970. PP- 


290. £5.75. er 


«ate COM 

This work pulls together under a single ^ c 
a substantial mass of clinical and basic T sych" 
data on the side effects and toxicity d pret! 
active drugs. It summarizes and clarifies ive: 
knowledge and clinical practice, and Pa il 
review of research on the biology of rm and 
ness, covering endocrinology, metabolis 


many other physiological areas. 


ME 
Psychology in Medicine. By J. E. Et 
F. G. SPEAR. London: Bailliére 
1971. Pp. xiv+218. £1.80. sy 


"T 
This book provides an introductio" e us 
chology that differs somewhat from 
academic approach to the subject. phas pot 
felt that the latter often put little €T ag ‘ee 
the practical application of psychology ^ ust the 
the student may easily lose his way "rounds ly 
controversy and criticism that SU cordi í 
various approaches to this subject- 


ane 
jeva 
the authors have indicated the T? 
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ear material to his day-to-day experi- 
Medical ao The work is written for the 
uel ae o parueniusly for the undergraduate 

€ postgraduate student in psychiatry. 


Love betw ; 
e between H omen. By CHARLOTTE WOLFF. 


London: Duckworth. 1971, Pp. 230. £2.50. 


ur ue has been written by a psychiatrist 
homosexuali devoted to the subject of female 
tailed sulle a It is based on the author's de- 
Written. x research, but is relatively simply 
theories Pee examining the psychological 
author qc. UY to account for lesbianism, the 
lesbians rm oie the main characteristics of 
?rganizatio Ir social and other problems, and the 
ends with 7 that exist to help them. The book 
iographies [o brief unedited lesbian auto- 

S, followed by the author's comments. 


The 
oo of Movement Patterns in Develop- 
on By Jupitru S. KESTENBERG. New 
"k: Dance Notation Bureau. Pp. 138. 


Thi« 
Pape ane contains the reprints of three 
thority”) the author, who is a well-known 
anal lytic n motility considered from a psycho- 
deals with one of view. The first of the papers 
Wo} ium hythms of movement, the second with 
Contr Sion and effort, and the third with the 
Ol of "shape", 
The 
poj face between Psychiatry and Anthro- 
8). Edited by Iago GALDSTON. (Papers 
Udwig von Bertalanffy, G. M. Car- 
scimi oot B. Edgerton, Walter Gold- 
and Gu, Seymour S. Kety, E. D. Wittkower 
Mazel "i Dubreuil. New York: Brunner 
Pp, yi; Ondon: Butterworth Group. 1971. 
"+150, $7.50; £3.00. 
RE s Papers included here present discussions 
Pychiatry P ionship between anthropology and 


Stairs, 


Sz s, facture of Madness. By THOMAS S. 
197] aan Routledge & Kegan Paul. 
In gp, P: MAME + 383. £3.50. 
the thi 
Mat inst book the author puts forward the view 
as in the Dark Ages men created witches, 
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they now create mental patients. He argues that 
the belief in mental illness and the social actions 
to which it leads have the same moral implications 
and political consequences as had the belief in 
witchcraft and the social actions to which it led. 
Those actions and consequences were the vic- 
timization of accused witches by means of 
imprisonment, torture and death. He believes 
that today’s practices involve persecution in the 
form of incarceration in mental hospitals, forced 
therapy and deprivation of legal rights. 


Introduction to Psychotherapy by Hypnosis. 
By A. PHILIP MAGONET. London: Butter- 
worth. 1970. Pp. xiv4- 178. £2.00. 


The author quotes numerous case histories of 
patients undergoing hypnotic courses as a means 
of treatment for nervous and mental disorders, 
as well as for psychosomatic disturbances. 


Schizophrenia in Children. By J. Louise 
DrsPERT. London: Butterworth Group. 
1971. Pp. xi - 215. £3.00. 


This is a collection of Dr Despert's publications 
since 1937. AII the papers refer to various aspects 
of the functioning and the treatment of the 


schizophrenic child. 


Learning and Sleep: the Theory and Practice 
of Hypnopaedia. By F. RUBIN. Bristol: 
John Wright. 1971. Pp. xi+138. £1.75. 


In this short book the author attempts to 
discuss the techniques of ‘sleep-learning’ for 
individual and collective application based on the 
ical framework of Soviet, Western and 
Japanese authors, and on his own experiments. 
He emphasizes that this method of teaching and 
learning is in its initial stages. 


theoret 


The Object of Morality. By G. J. WARNOCK. 
London: Methuen. 1971. Pp. x+168. 
£1.80; University Paperback, 90p. 


This textbook is an attempt, in simple lan- 
o achieve understanding of the content 
of moral discourse through consideration of the 
role of moral thought and discourse in human 
life — of ' the object’ of morality. The author holds 
that analytical ethics have recently tended to 


become excessively abstract owing to emphasis 


guage, t 
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on the ‘language’ of morals. He seeks to return 
to the subject-matter of morality by identifying 
and understanding the fundamental principles of 
morality. 


The Image and the Past. By BERTRAM D. 
Lewin. New York: International Univer- 
sities Press. 1968. Pp. 127. $6.00. 


This book is a study of what the author at one 
point calls ‘pictures in the head’. He first shows 
the multiple ways these figure in psychoanalytic 
practice and theory and the implications that 
follow. This concerns particularly what he calls 
"the pictorial past’, that period in childhood when 
thinking is predominantly visual and which still 
affects adult life in many ways. This is important 
in psychoanalysis because of the pictorial quality 
of surviving childhood memories and of dreams, 
fantasies, etc. 


Models of Human Memory. Edited by DoNALD 
A. Norman. New York and London: 


Academic Press. 1970. Pp. xv +537. $15.00; 
£7.00. 


In this volume are examples of extensive recent 
efforts to create formal models of human memory 
using techniques developed in the fields of cog- 
nitive psychology, mathematical models, lin- 
guistics, and computer processes. A broad set of 
topics is discussed, including systems of memory, 
perception, short-term and long-term storage, 
and information retrieval. 

The contributors deal with the general nature 
of information processes in memory ; with struc- 
tural considerations; with mechanisms involved 
during storage and retrieval; with how memorv 
can be explicitly incorporated into models for 
work recognition. The book's constant emphasis 
is on the ways that humans process information, 
and on the cognitive processes that must be 
involved - on. substantive Psychological 


issues, 
not on the models themselves. 


An Introduction to the Philosophy of Science. 
By KAREL LAMBERT AND GORDON G. 
BRITTAN, JR. Hemel Hempstead: Prentice- 


Hall. 1970. Pp. x 113. £3.00: paperback, 
£1.50. 


This book is intended for use in a short course 


at a relatively. elementary level. There 


is an 
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emphasis on arguments and their structure in thie 
philosophy of science. There is also an ides 
on the ‘natural dialectic’ of these arguments, an 
on the way in which they are connected. An 
attempt is ‘made to give rather more enipliusis 
than is usual to the behavioural sciences as 
opposed to the natural sciences. 


Psychotherapeutic Attraction. By en 
GOLDSTEIN. Oxford: Pergamon Press. 1971. 
Pp. 250. £4.50. 


The author points out that there is a growin 
attempt to match treatment to patients s 
make diagnosis more relevant to therapy- ni- 
myth that a single therapeutic approach 1$ i 
formly applicable to all patients seeking peye zs 
logical assistance can be rejected. The w ork p 
on the unique relationship that exists bet 
patient and therapist, and shows how pero 
become a major, active dde 
Diflerent methods such as direct s! o dis 
matching, role-playing and modelling are 
cussed. 


therapeutic ingredis i: 
ructuring 


A Time to Heal. Corrective Socialization: $ 
Treatment Approach to Childhood nei 
phrenia. By WiLLiam GOLDIARB. IRV 
MINTZ AND KATHERINE W. STROOCR: 
York: International Universities 
1970. Pp. ix + 148. $6.00. 


press 


soo tt LR 
The authors draw upon their experience T Pr 
Ittelson Center for Child Research, whoo! 
devoted to the study and treatment of A a 
schizophrenia. In this work they pres ane 
detailed, richly anecdotal description ^ 
philosophy, clinical methods, and a in 18 
ment techniques developed at the Cente 
work with residential patients. 


oO 


SU 

The Interview as Arena. By JOUN p. ys OF 

Stanford: University Press: Londo L 20^ 
ford University Press. 1971. Pp. ?* 

£3.30. PT. 


ig SC uf 
even thase "fa! 
even t He 


In all social relationships, a 


helping, individuals tend Sea 
positional advantage | to engage in egit a 
combat, often with sophisticated ee o n 
response tactics. This is the central gent" i 
book that sharply challenges man? © 


euv! 

anoct 
o manoet, ai 
i for” ad 
"TL 
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accepted : 
i cepted assumptions 
Ounselling. The 
thesis leads 
Interviey 


about psychotherapy and 

sa development of the author's 

ads to the st: 

a c the statement of a new model of 
behaviour. 


Techni 

niques of T) Ee 
analysis, k Race: i Science and Psycho- 
ASSERM olume xvm. Edited by JuLrs H. 
Grune R5 New York and London: 
$11.00. Stratton. 1971. Pp. x+175. 

This 

collecti > à 
the Mitric, ton of the scientific proceedings of 
tains a Per Academy of Psychoanalysis con- 
on pono ential address by Alfred H. Rifkin 
S/choanay sic Function in the Evolution. of 
Sontripi Lich 


therapy, 


OW and a number of papers by other 
5 On various forms and techniques of 


The 
Func 
ane -— 
ANB entals of Sex, By PuiLip CAU THERY 


MARTIN C 
Pp. 324, Ban 1. London: Allen. 1971. 


his 

" Sy 

info. Olume ence p 
ee Mation f Iraws together a vast amount of 
New bse ron 
int ry, 
f. “Perso, 
rom , à 


SF apis: sources and records 
al flatis subject matter ranges from 
te ie account of j one evolution of orgasm. 
to UClion. fron intercourse to the history of 
Syga. * SCX+test f te function of the clitoris 

"OMe to the or athletes, from the XYY 
l'aception is purpose of sexual fantasy, from 
"he Worries "à a from commonly 

Sexual EA and the not so young 
Fegnaaney 4 ers to the nature of love, and 

Y to prostitution. 


Emor; 
on in 
the 
y T Mimani Face. By PAUL EKMAN, 
A AND PHOEBE ELLS- 
i4] Mord: Pergamon Press. 1972. 
91. £3.50 


S is - 
ce S insere Sut first volume to evaluate 
ho 1 On the quantitative research conducted 
n the 5 Particular pss chological pheno- 
ide between human facial 
One" are in 2128 Results from unpublished 
[m tual, cluded, and the volume provides 
Cte. thd Bs 


t met ic: :deline 
Scarch hodological guidelines 


Drug Abuse and Personality in Young Offen- 
ders. By R. COCKETT. London: Butterworth. 
1971. Pp. viii+ 166. £2.50. 

Aided by a team of psychological testers and 
interviewers, and access to court medical reports, 
the author has assembled evidence on the social 
setting of drug abuse, its natural history, its 
connexion with social relationships and adjust- 
ment, and the psychological characteristics of 
young people who turn to both hard and soft 
drugs. There appears to be no obvious causal 
link between delinquency and drug-taking. Over 
half of those who began their drug-taking with 
cannabis progressed in some measure to multi- 
drug use. Two thousand five hundred voung 
offenders were studied in this project. 


Two Accounts of a Journey 
MARY BARNES AND 
MacGibbon & 


Mary Barnes: 
through Madness. By 
Josep BERKE. London: 
Kee. 1971. Pp. 351. £2.95. 

is book is the account of how à woman 

experienced the depths of madness, found doctors 


who helped her through it by new and uncon- 
. and discovered her own talent 


Th 


ventional means 
as a painter. 


Homosexual Behaviour: Therapy and Assess- 
ment. By M. P. FELDMAN AND M.J. 
MACCULLOCH. Oxford: Pergamon Press. 
1971. Pp. ix 4- 288. £8.00. 

a systematic and com- 
of research on the topic 
of the treatment of homosexuality by the ‘antici- 
ace learning technique’. It gives the 
results of the treatment on a series of patients, 
with à controlled trial. The book is 
account of the results of treatment 
oblem by a behaviour therapy 
ated measures. 


The authors describe 
srchensive programme 


atory avoidar 


together 
essentially an 
of a single sexual pr 


technique. together with rel 


By LEONARD J. FRIEDMAN. 
aperback. London: Tavis- 
1971. Pp. xiii -- 161. 60p. 


Wives. 


i ‘irgin h 
ience P: 


Social Sc 
tock Publications. 
k edition of the book, first pub- 
ews the literature and discusses 

problems involved in un- 
iges. There is a foreword by 


This paperbac 
lished in 1962, rev! 
the psychological l 
consummated marria 


Michael Balint. 
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Neurosis in the Ordinary Family. By ANTHONY 
Ry Le. Social Science Paperback. London: 
Tavistock Publications. 1971. Pp. 156. 75p. 


This book is a contribution to the rapidly 
growing literature of studies in epidemological 
disorder. It should be regarded as an essay in 
methodology. The study of family patterns of 
behaviour provides an essential background for 
assessing the disturbances which may present at 
the clinical level of general practitioners, to hos- 
pitals, or in any other ways such as at school or 
in delinquency. It reports a study of a group of 
families carried out by a psychiatrist, a psychiatric 
social worker and a general practitioner. 


Autistic Children. By RAPHAEL SHABERMAN. 


London: Stuart & Watkins. 1971. Pp. 94. 
£1.50. 


This book attempts to answer questions relating 
to the features of childhood autism, the way they 
manifest themselves in different children, their 
causes, and the way in which the children affected 
can best be helped. Basic types of symptom- 
grouping are described. 


Psychology of Learning and Motivation. 
Volume 4. Edited by Gorpon H, Bower. 
New York and London: Academic Press. 
1970. Pp. x +339. $14.00. 


This fourth volume in the series discusses 
learned associations over long delays, the theory 
of inter-response time reinforcement, sequential 
choice behaviour, the role of chunking and 
organization in the process of recall and the 
organization of serial patterned learning. 


Behavior Therapy: Appraisal and Status. 
Edited by CYRIL M. FRANKS. Maidenhead, 


Berks: McGraw-Hill. 1969. Pp. xxv 4- 730. 
£7.45. 


Many authors contribute to this volume. Part I 
is concerned with evaluation and appraisal, 
Part II with new directions and related develop- 
ments in behaviour therapy, Part III with 
classification, organizational schemes and train- 


Ing stints, and the final part with commentaries 
and general critique. 
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Primate Behavior: Developments in Field T 
Laboratory Research. Volume 1. Edited T 
LEONARD A. RostxBLUM, New York i 
London: Academic Press. 1971. Pp. X" 
400. $17.50. £8.15. 


This book is one of a series devoted s 
subject of primate behaviour. Tt contains re 
on the learning skills of anthropoids, I d the 
status hierarchies, unknown responses Pelis 
development of social attachments Dy imei 
monkeys, the behaviour of tree shrews, oe d 
behaviour in primates and the Nilgiri lang 
South India. 

pesays W 
Philosophy, Science, and Method: wot 
Honor of Ernest Nagel. Edited by AND 
MORGENBESSER, PATRICK SUPPES illan- 
Morton Wurre. London: Macm! 


| bee? 
any 


: :entists, Hinge! 
are contributed by historians, cam M phil r 
SRM a 
and legal theorists who, by exhibitie confit" 
sophical relevance of issues in their fie shers mi 
Ernest Nagel's conviction that gue n an 
learn much from the work of Sc! 
scholars. " 
ition’ 
n ondit y 
Performance under Sub-Optimal po or * 
Edited by P. R. Davis. London: 
Francis. 1971. Pp. 97. £2.25. 


z ; als 
This report of a symposium deal 


with ? 
á imp 
pjective ard 


to moderate acoustic stimuli, Lier ust 
bility in a background noise in heir r at d 
hearing loss, circadian rhythms 1n hea h mn 
to mental efficiency and shiftwork, $5 fet! se 
productivity, stresses and strains pose? | qi 
industry, studies of children under wi and 
and heat stress, and emotional illn 
working environment. m 
iology. V? pai 
Handbook of Sensory Physiol0s. 4 


5 j f? 
Principles of. Receptor Physiol agit 
by W. R. LOEWENSTEIN. Berlim 1911 
and New York: Springer-Verlag: 
xii +600. D.M. 168.00. "E. 
This handbook attempts to won of 
authoritative fashion, the present ? 
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vut jv I RAE to how the information 
Verted into m iD environmental stimulus is con- 
It tackles aia: v responses by an organism. 
ceives tlie x hr eie of how an organism per- 
Bags and Cie world, of its energy fields in 
Purposeful Aces and j transforms these into 
to the A iod This first volume is directed 
chapters iac  prineipies of sensory biology. Its 
with CE e, by authorities in their fields, deal 
receptors - such as transduction of energy by 
Stimuli, the ne of membrane molecules to 
of ition ce of nerve impulses, encoding 

ation, processing of information by the 


Nervous 
. S system, < "e maki " " 
circuits, ^ . and the making of neuronal 


“planation and Meaning: an Introduction to 
"osophy. By DawirL. M. TAYLOR. Lon- 
onp Cambridge University Press. 1970. 
l P- xi +202. £1.75; paperback, 75p. 
nen’, introduction to philosophy the author 
meani. on two central topics: explanation 
the "e He Is also able to introduce many 
®Pistemolog ‘tonal philosophical problems in 
By, ethics, aesthetics and logic. 


Co) 


Not by 
de Color of Their Skin. By MARJORIE 
" ONALD. New York: International 
on Press. 1971. Pp. xiv +242. 


In q 
analytic Words of the author this ‘is a psycho- 
deve) book about skin color and personality 


Fücja] rent and about object relationships and 
d thei *gration. . . .]t is about all skin colors 
Stud fs effects upon personality. It is also à 
White op integration in action, and of everyone 7 
Particip, 9n White, child or parent or staff - who 
Mating pa in it? The setting of the book is the 
"he, ^ Perkins School in Cleveland, Ohio, à 
Peutic nursery school. 
Ide, i; 
ins Youth and Crisis. By ERIK H. 
SON. Paper covered edition. London: 


a 
ber & Faber, 1971, Pp. 336. £1.20. 


his ; . 
Eri. = a very welcome paperback edition of 
N's classic book. 
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Motor Impairment and Compensatory Educa- 
tion. By P. R. Morris AND H. T. A. 
WHITING. London: G. Bell. 1971. Pp. 256. 
£2.50. 

In this work the authors bring together their 
expertise from the fields of psychology and 
physical education in a consideration of the 
theoretical issues involved in motor impairment 
(clumsiness) and the attempts which have been 
made to apply such knowledge in assessment and 
in compensatory education procedures. 


Morality and Moral Reasoning. Edited by 
Jonn Casey. London: Methuen; New 
York: Barnes & Noble. 1971. Pp. vii +208. 
£2.50. 

The five essays in this book represent current 
work on ethics which is being done among 
younger philosophers in Cambridge, and are of 
topical interest to students of moral philosophy. 
The essays concentrate on two important ques- 
tions in ethical theory: ‘What is it to judge 
?' and ‘What makes a reason a moral 


morally? lakes 
reason ?` The first question Is approached from 


different points of view in four of the essays. 
Much of the discussion of the second question 
centres on the notion of ‘moral relevance’, and 
then proceeds into the area of agency and moral 


responsibility. 


Personality and National Character. By R. 
Lynn. International Series of Monographs 
in Experimental Psychology. Volume 12. 
Oxford: Pergamon Press. 1971. Pp. xiv 


201. £3.75. 

This is an analysis of national character using 
the methods and concepts of contemporary 
psychology. The central thesis of the book is that 
the populations of different countries differ in 
their levels of anxiety, manifested in such things 
as rates of suicide, accidents, mental illness, 
alcoholism, deaths from coronary heart disease, 
calorie intake and tobacco consumption. 
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Progress in Group and Family Therapy. Edited 
by CLIFFORD J. SAGER AND HELEN SINGER 
KAPLAN. New York: Brunner Mazel: Lon- 
don: Butterworth. 1972. Pp. xix+935. 
$25.00; £12.50. 


The idea of this book is to enable professionals 
to keep pace with developments in the field of 
group and family therapy, to remain alert to the 
interrelationships between the different group 
modalities, and to take advantage of new con- 
cepts and techniques for the understanding and 
more effective treatment of mental illness. Fifty- 
two articles have been selected to provide an 
overview of recent significant theoretical and 
clinical innovations in group and family therapy. 
Almost half of the articles have been written 
especially for this volume. The work is organized 
into five major areas. The first is on Group 
Therapy, the second on Family Therapy, the 
third on the Treatment of Marital and Sexual 
Problems, the fourth on Patient Populations, 
while the final section covers Applications and 
Extensions of the group modalities. 


Human Information Processing: an Intro- 
duction to Psychology. By Perr H, 
LINDSAY AND DONALD A, Norman. New 
York and London: Academic Press. 1972, 
Pp. xxvii +737. $11.95. 


This book attempts to convey the excitement 
of modern experimental psychology to the begin- 
ning student. Various sections deal with human 
perception, neural information-processing, theor- 
ies of pattern recognition, the visual System, the 
dimensions of vision, the auditory system, the 
dimensions of sound, the neural basis of memory, 
transient memories, structure of memory, r 
processes, language, learnin o 
velopment, problem solvin 
decisions in a social conte 


memory 
g and cognitive de- 
g. decision making. 
Xt and motivation. Two 
appendices deal with the measurement of psych 


nO- 
logical variables and operating char 


acteristics. 


Human Sexual Behavior : a Book 
Edited by BrRNH 
Wiley. | 
£3.85, 


of Readings. 
ARDT LIEBERMAN. London: 
971. Pp. ix +444. £5.75: paperback, 


This book 


attempts to provide the interested 
Student. with 


an introduction to the scholarly 


The Study of recollection and 
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literature on heterosexual behaviour. The anis 
sections deal with studies of biological ae 
(in particular, the work of Masters and fe 
psychological and social psychological diss el 
studies of sociological phenomena, stucie? ub. 
sexual behaviour in various cultures and metho 
logical considerations. 


; Theory. BY 
Fact and Fantasy in Freudian Theory.” 


972. 
PAUL Kunt. London: Methuen. |? 
Pp. x +406. £5.00. i 
survey the 
In this book Dr Kline attempts to survey 


r which 


dx emet iscove à 
vast body of work carried out to dis ES hich 


parts of Freudian theory are verifiable em ^ 
insupportable by experiment. He e 
provide an answer to the question of hav n mium 
any, of Freudian theory is verifiable accorero 
the usual criteria of scientific inquiry. 


, RosALINP 
Child Studies Through Fantasy. By RED ys 


. Books 
GouLp. New York: Quadrangle Be 
1972. Pp. xxiii 4-292. $8.95. 


ed 
Dr Gould’s theoretical discussion is grou 
in records of dialogues and mondloe en 
children at play. They bring into focus ts o! 
of responses to life situations - the p 


ing 

a cop! ea 

and ‘constructive / ioo 
x ifo nc aom 
that are laid down very carly in life. tudic? 


ol! 

à aton: and dy 

Recollection and Reconstruction Kris iy p 
: Usi s R 
struction in Psychoanalysis. NA 


F. WaLpuORN, New York: 128 
si - > Zo. * 
Universities Press. 1971. Pp- jis Po 

H 1 

aher In UP eque 

The two studies collected togethe! of 4 s 
N nash | ^ zl 
represent the work of two section st! 


;c S g 

i ; "hoanalVU* yel 
Group of the New York Psychoan s const 
re 
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reports clinical i ‘ š 

iom 3 Hion illustrations, and summarizes 
discussi b ; s i 

I iscussions dealing with considerations 


regarding me A 1 
pu 3 Ing memory in relation to reconstruction, 
ition, technical 


ES aspects and the effects of 
reconstruction 


sand the importance of recall. The 
Tos ance of recall. The 
xr psychology 
PER qug 
S ga are also discussed. 

the sec inical i i 
Consi Second study clinical illustrations are 
: Sidered in rel 
s reconstructe 
cess and its n 
n ^ 
Constructior 
Context 
technica 


of reconstruction and the sense 


ation to such questions as: What 
d? What is the reconstructive pro- 
Netapsychology ? Formal aspects of 
i ^. and fantasy and reality in this 
are also considered, together with some 
l considerations. ; 


larmondsworth: Penguin Books. 


ID 
971. Pp. 424. 67p. 
This 
5 Penpui ; . 
Ndividua nguin contains selected readings on 


ion-making, 


1e influen and organizational deci 
and sy ening of decisions, and decision-making 
Ucture of society 


VO bins 
ing Second edition. Edited by DALBIR 
Worth: v 4 ANE STEWART. Harmonds- 
This enguin Books. 1971. Pp. 537. 73p- 
mo iv Teader 
rej, On 


"Infor 
lio, 


Tb 
toina ^ Unified ; : i ees a 
Sin Mi s interpretation of motivation à 
Vati hen ; 
a [ H 

lion and ott 


considers motivation as instinct. 
cen as drive, motivation as a correlate of 

ent, motivation as incentive stimula- 
nd 
s and neural mechanisms of m 


reinforcement. 


D, 
"Siology 
Or "n F 

Ber] 

Ver 


of Color and Pattern Vision. BY 
in DoD RAWA, Tokyo: Igaku Shoin. 
ag ee and New York: Springer 
he 1270. Pp. 283. D.M. 72.00. 

ma; ^ Pur 
lupos Stud 
3s "tory 


Pose of this book is to present the 
ies ca : * 
85 on vision performed in the author 5 
at Tohoku University during the past 


ug; TS: a ; 
mi Es in beg to describe in some detail related 
s x E ther laboratories. The author describes 


Pplicat ) 

Ster attic M of a method developed for 

; ea ; 4 A " 

"hi us. p Studying the retina using a ne 
Of rer: eS UN : Ins 
retinal electrical stimulation. 
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On Being Stoned: a Psychological Study of 
Marijuana Intoxication. By CHARLES T. 
Tart. Palo Alto, Calif. : Science & Behavior. 
1971. Pp. xvii +333. $7.95. 

This book describes what people actually feel 
when they smoke marijuana - the. effects. on 
vision and hearing, social interaction and sexual- 
ity, perception of time and space, thinking pro- 
cesses and memory, spiritual experiences and 
extrasensory perception, and many other effects. 
It reports a research on the effects of using 
marijuana in a natural social situation, and in 
this respect differs from earlier studies. 


The Non-Medical Use of Drugs. Interim Re- 
port of the Canadian Government Com- 
mission of Inquiry. Harmondsworth: 
Penguin Books. 1971. Pp. 448. 40p. 

This is a survey of today’s drug scene in many 
different aspects. The study undertaken by the 
Canadian Government examines different forms. 
related behaviour, including the religious 
In addition, the book offers a 
use of law as a response to 


of drug- 
and the sexual. 
view of one country’s 
the drug explosion. 


Visual Perception. By Tom N. CORNSWEET. 
New York and London: Academic Press. 
1970. Pp. xiii +475. $15.00. £7.00. 

horough discussion of some primary aspects 

s and colour vision serves to demon- 

strate relationships between psychophysical data 

and physiological data and theories. Relating 
modern findings to classical explanations, this 
textbook attempts to prepare the reader to under- 
stand not only additional topics in vision, but 
al aspects of other sensory modalities. 


At 
of brightnes 


also essenti 


Humanistic Psychology. By JouN A. HAMMrs. 
New York: Grune & Stratton. 1971. Pp. 
xv + 203. $7.95. 

in this book deal with con- 


The 16 chapters 
luations of human nature, 


man, eva 
ative certitude, causality, together 
bles and hypothetical con- 


temporary 
absolute and rel i 
à intervening varia 


witl : A : 
tructs, human personality. mind and brain. 
structs, s 3 Hee 

tivation and reinforcement, determinism and 
motive » 
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human freedom, contemporary anxiety, adjust- 
ment and maturity, healthy emotional adjust- 
ment, the reality of God, morality conscience and 
sexuality, suffering and joy, God and Man and 
unity with God. 


Animal Discrimination Learning. Edited by 
R. M. GILBERT AND  N. S. SUTHERLAND. 
New York and London: Academic Press. 
1969. Pp. xvi-- 501. $19.50; £6.75. 


This book grew out of a conference held at the 
University of Sussex. The chapters were exten- 
sively revised after discussion both at the con- 
ference and with the editors; several further 
chapters were specially commissioned. As a 
consequence, the editors are able to present a 
coherent account of most of the main problems 
in animal discrimination learning, and this work 
contains both original material and reviews of 
many recent developments. Considerable em- 
phasis is placed on the role of selective attention, 
Several chapters are devoted to the important 
problem of interspecies differences in discrimi- 
nation learning. Other topics covered in some 
detail include generalization, behavioural con- 
trast and peak shift, the discrimination of time 
intervals by animals, Tesponse strategies, and 
aversive schedules. One chapter is devoted to 
visual pattern recognition, and another to issues 
in the physiology of discrimination learning. 


Behavior Therapy and Beyond. By ARNOLD A, 
LAZARUS. Maidenhead, Berks: McGraw- 
Hill. 1971. Pp. xiii 4-306. £4.30. 


The purpose of this book is to provide the 
reader with new and refined behaviour therapy 
techniques. The book includes many actual inter- 
views and special procedures which are reproduced 
verbatim. The author also takes the reader from 
initial interviews, through several new assessment 
procedures and therapeutic Strategies, to v. 
philosophical attitudes and values. Special 
ters discuss the problem of overcoming 
inadequacy, acquiring emotional freedom, 
methods, and the treatment of disturbed chi 


arious 

chap- 
sexual 
group 


Idren. 
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Modern Problems of Pharmacopsychiatrys 
Volume 6: The Role of Drugs in Community 
Psychiatry. Volume Editor: C. SuAGASS. 
Series Editors: F. A. Freyian, N. PETRI- 
LOWITSCH AND P. Picnot. Basle: pn 
1971. Pp. 128. Sfr. 35.00; US $8.40; D.M. 
35.00; £3.70. 


This volume deals with a broad range den 
raised by the application of therapeutic A ODE 
pharmaceuticals in community. practice. dires 
the topics discussed are: mental health p ap: 
sionals’ emotional conflicts about drug n 
the confusion in goals evidenced by ome f 
mental health centres; the drugs psychiatry » i 
and lacks; the place of pharmacotherapy ite 
psychiatric emergencies; non-drug ner d 
fluencing drug effectiveness; drug treatm 2s 
children; effects of maternal pharmacotherapy 
unborn children; and drug treatment an 
patient's family. 


sch” 

Existential Man: the Challenge of = : ord: 
therapy. By RICHARD E. JOHNSON pA 
Pergamon Press. 1971. Pp. xi+ 122 . 


This book stresses the necessity of à 
participation by the psychotherapist E 5 
with his patients. The author eneou o? 
therapist to * meet" his patients as anothe á we 
being and emphasizes the mutual rr on the 
persons, rather than the ‘sick’ one leaning 


professional guidance of the ‘doctor - 


i oness s 

Character Structure and bapa ie res 
Davin Kipnis, New York: Acaden 

1971. Pp. xi 4-133. $7.95. pl 


im 

This book examines the role played eh ns n 
siveness in the behaviour cf intelligent P iy 
their late teens and early twenties. Tr spon? is 
is described in terms of the person's book di 
various forms of social controls. Ld ; 
cusses such questions as: Why ne ? 
tually able, but impulsive, persons »ulsiV 
behaviours and attitudes define pes i 
How do these affect the impulsiv? . ign’ 9 


; do varia" oul 
approach to achievement? How AA nav! pes 
environmental setting affect impuls! ni 


; swer$ gel a 
What practical advantages can an ihe ah a 
questions provide in improving jeges d 
performance of underachieving CON*5 
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Discoveries in Biological Psychiatry. Edited by 
FRANK J. AYD, JR AND BARRY BLACKWELL. 
Philadelphia: Lippincott: Oxford: Black- 
well. 197], Pp. 254. $6.50; £3.25. 


In thi ; a . f 
a book the discoverers of major therapies 
a One discipline tell in their own words how 
I? made his discoveries and discuss their 
application, 


The 
m, Mandgenent of Alcoholism. By BRUCE 
TSON AND CuristINE HASSALL. Edin- 


burgh: Livi 3 
£1.35, Livingstone. 1970. Pp. vii+114. 


nt iiis book the authors describe the 

alcoho] adu d the extremely common illness of 

Centres SAP on Jt is the authors belief that 

abuse hodia specialize in the study of alcohol 

that Such ild be available in each region, and 

Bierin reet should stimulate research and 
information. 


m 


Cas 
e NND 
Studios in Schizophrenia. By CLARENCE 
mr IA AND Rost K. KILGALEN. New 
p and London: Basic Books. 1970. 
' Xi 265, $8.95: £4.15, 
D the 
Presente Seven intensive case studies, we are 
V 
wit k : 
The h Severely disturbed hospitalized patients. 
Wor} 


treatment. There is a foreword by 
' Searles, 


Chan * 
b Te Patterns in Psychiatric Care. Edited 
Press "TQDORE RorHMAN. London: Vision 
EC 971. Pp. xxii +296. £3.75. 
ps der abou Purpose of this book is to inform the 
tij atri t Some of the changing directions of 
a ior, ite in medicine. According to the 
bi @rked 'opharmacology allowed us to take 
8fs o Step forward from the psychiatric 
de mid-20th century. 
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Education of the Infant and Young Child. 
Edited by Victor H. DENENBERG. New 
York and London: Academic Press. 1971. 
Pp. xi4- 140. $6.75; £3.15. 


The recent trend toward earlier formal educa- 
tional experiences for children increases the 
potential for influencing and controlling their 
behaviour. This book reviews and summarizes the 
data, at both the human and non-human levels, 
concerning the effects of early experiences on the 


very young. 


On Not Being Able to Paint. By MARION 
MiLNER. London: Heinemann. 1971. Pp. 
xix 4- 184. 90p. 

This is a paperback edition of a book which is, 
by now, well known. It was first written by Mrs 
Milner under the pseudonym of Joanna Field, 
but was later published under the author's own 
name. There is a foreword by Anna Freud. 


An Introduction to the Philosophy of Science. 
By D. W. THEOBALD. London: Methuen; 
New York: Barnes & Noble. 1968. Pp. 
xiii + 145. 524p. 

The aim of this book is to provide under- 
raduates new to the subject with a compact 
account of what the philosophy of science is 
to indicate the principal points of contro- 
versy in the subject, and to supply a text which 
would serve as the basis for a subsequent, more 
detailed development of particular interest. The 
book contains suggestions for further reading. 


about, 


A Guide to the Documentation of Psychology. 
By C. K. ELLIOTT. London: Clive Bingley. 


1971. Pp. 134. £2.00. 


Little attention has so far been given to the 
roblems facing the librarian, layman and student 
of psychology in the documentation of the subject. 
This book is à guide to the numerous sources of 
information available, and to the methods by 
which such information may be retrieved. 
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Aversive Conditioning and Learning. Edited by 
F., Roper BRusit. New York and London: 
Academic Press. 1971. Pp. xii -- 626. $25.00. 


This book aims to review and to integrate the 
growing literature in the field of aversive con- 
ditioning and learning. Each author reports at 
length upon his own research and relates his work 
to that of others. The first two chapters deal with 
operant and classical conditioning of autonomic 
responses and with behavioural measurement of 
conditioned fear. The remaining papers deal with 
avoidance learning and with some of the effects 
of punishment which usually, but not always, 
produces suppression of behaviour, 


Beyond Breaking Point. By Perer Derry. 
London: Arthur Barker. 1971. Pp. 239. 
£1.75. 


This book discusses the *art^ of interrogation 
in its many present-day forms: physical, mental 
and szientific. It also presents a complete account 
of police state methods by which half the world's 
population is still kept in subjugation. It examines 
the world of the interrogation room, the con- 
fessional cell and the torture chamber, and 
considers the reasons why spies talk, and prisoners 
of conscience are "persuaded" to deny their 
beliefs. 


The Challenge: Despair and Hope in the Con- 
quest of Inner Space. By RUDOLF EKSTEIN. 
New York: Brunner Mazel: London: 


Butterworth. 1971. Pp. xii--354. $7.95; 
£3.50. 


Tha author and his associates at the Reiss- 
Davis Child Study Center Psychosis Project bring 
together in this volume a series of clinical research 
studies based on the analytic treatment of psy- 
chotic and borderline conditions of childhood. 
The werk is based on the cooperation of the 
therapeutic team, combining the functions of 
analytic psychotherapy, social work and psycho- 
logical testing. The treatment is seen against the 
background of cooperation. with social 
tions, hospit 
with 


institu- 
als. day treatment centres, and work 
Parents and others active in the 


living 
Situation of the child. - 


Short book notices 


, ICH 
Ego and Instinct. By DANNI Y oec a 
AND WILLIAM BARRETT. New Y ork: Vintag 
Books. 1971. Pp. xiv +494. $2.45. 


The authors of this book are a social EIUS 
and a philosopher. The book grew mid 
attempt to find a sensible and poe met 3 
philosophy within which to view the ur "niifi 
man in relation to certain social and ue xi | 
problems. The book documents, melee) -— 
lv, the development of psy choanalysis bot ] sary 
Freud’s life and after. It considers the Do the 
requirements for a metapsychology. ae " 
puzzle of ‘instinct’ and presents ideas lea 
à theory of human nature. 


jsed 

ns RENE 

Adolescent Rorschach magne n W 
edition. By Louist Batis AMIS. New 


York: Brunner Mazel: eed (4.75 
worth. 1971. Pp. xvi i 319. $10.00: 


a : m ran earlier. 
This is a revised edition of an e we D 
sions hi 1 
known work. Changes and additions nan d 
based UP the 
c with U^ 
is 


oe 


made throughout the volume, ba ó 
years of additional intensive experiene acte 
Rorschach. The book presents spes 
Rorschach findings at successive ages ie 

16 years in a large group of normal adc 


The Briefer Psychotherapies- By 
SMALL. London: Butterworth. 
XX +262. £3.25. 


ni a 
, to he, 
pew ave 


community mental health clinics. P .vices ofl 
the need for psychotherapeutic Sis " 
expanding population increases jew ol di 
volume gives a comprehensive pin 
aspects of the briefer psychotherapie 1 4 
1.0) 
ns Fat 
Shame and Guilt in Neurosis. BY : u ri pe" 
Li wis, New York: Internation’ Y 
eeu 525. $15.00 — je 
sities Press. 197]. Pp. 5-2 


; of p? al 
n n ^5 yel’ in ae 
In this work, representing 25 y scare ; a 
4 2 rept res al>?” e 
analytic practice and concurrent Arce pu es b 
Lens = hiki pe 
laboration with H. A. Witkin on Pe iu HIP Ir 
“eC ; 
the author has opened up thr 


as 

re 
P "dico t pglectet 
investigation into relatively negl 


Short book notices 


first is an į — : 
Sb is an inquiry into. the phenomenology of 


Shame and guilt, and the relationship between 
these two undischarged feeling-states and neurotic 
symptoms. The second line of exploration is in 
i relationship between perceptual style and 
ae e or guilt. The third direction 
therapeuti d tu consider the implications for 
ihe es ae tecnnigue resulting from a focus on 
Lewis ei je of shame and guilt. Dr 
field de Mai. of the concept of. perceptual 

pendence 


diffe l as a clue to an important stable 
erence in pers 


onal style. 


Diei ng 
iini of Psychology and Related Fields. 
Las English. By Hugo G. BEIGEL. 
ondon; Harrap. 1971. Pp. 256. £5.00. 


then ose whose work and interests require 
on picket professional literature in German 
Sciences ie Psychiatry and the behavioural 
a conven; es bilingual dictionary will prove to be 
ent and reliable linguistic guide. It 

terms for physiological, psychological 
à RARI concepts, phenomena and pro- 
iele mal and abnormal states; and terms 
elds. Where pertinent, the name of 


i 
the 

oe Dye : ! 

inq! Ychologist or scientist who introduced an 
t Vidua] te 


Ni 
e Country c 


CSSeg 


rm is supplied with the entry, as is 
of origin. 


Cognitiva 


Stidiog, V " — ] 
5. s. Vo d deficits in Cog 
nition, * olume 2. Deficit. Iu 


Edited by Jirome HrrLĪmuin. New 


Or 

Wort Bruner Mazel; London: Butter- 
tG = € 
tos Group. 1971. Pp. x4 366. $15.00: 

f T is ; 
1 Crs @ collection of original studies on the 
Which ; 9f the rapidly growing arca of cognition 
2 i ecoming more and more important, 


s The work includes studies in 
MIT "ulum, 385 schizophrenia, dyslexia, blindness, 
; um : 


and teachi eve e arning 
ities caching, development, learning 


> @hguage and other pertinent fields. 


ON, 74 Search for Perspective. Edited by 
D L. Grummon AND. ANDRIW. M. 
London: Van Nostrand. 1971. 


Xiii 356, £3.00, 


Y 
Puy hapte 


€ Je, STS in this book are based on the 
Cure 


S delivered by speakers at a collo- 
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quium with the same title as the book. The various 
parts of the work include a consideration of the 
case for sex education, the nature of sexuality, 
sex and equality, sex and the law, sexual codes 
and personal choice, the potential for growth, 
and sex and personal development. 


Biographical Directory of the American Psy- 
chiatric Association: 1968. Published for 
the A.P.A. by R.R. Bowker Company, 
New York and London. 1968. Pp. xx 4- 869. 
£18.75. 

This biographical directory of Fellows and 
Members of the American Psychiatric. Associa- 
tion, as of 1 October 1967, provides a useful 
"who's who’ of American psychiatry at that time. 
It should prove, as its previous editions did, 
extremely useful as a source of reference. 


The Search for an Abortionist. By NANCY 
Howe ct Ler. Chicago and London: Uni- 
versity of Chicago Press. 1969. Pp. xv +207. 
£3.40. 

This is a detailed empirical study of the whole 
range of factors - psychological, social, medical, 
financial, and legal - that affect the woman who 
seeks an abortion. It discusses the ways that 
American women seck abortions, their sons 
for terminating unwanted pregnancy and their 
response to the w hole experience. 


Discussions on Child Development. Volumes 
iav. Edited by J. M. TANNER and BÄRBEL 
INurLDER. New York: International. Uni- 
versities Press. 1971. $15.00. 

the sponsorship of the World Health 

i series of interdisciplinary seminars 

of the Study Group on the Psychobiological 

Development of the Child was held, and was 

attended by many of the foremost authorities in 


the world. This book presents a one-volume 
ed transcripts of the full pro- 


Under 


Organization, 


edition of the edit 
ceedings of these mectings. Among the partici- 
pants are included such w orkers as Dalbir Bindra, 
John Bowlby, Erik H. Erikson, Frank Fremont- 
Smith, Julian Huxley, Bärbel Inhelder, Howard 
Liddell, Konrad Lorenz, Margaret Mead. Charles 
Odier, Jean Piaget. Raymond de Saussure, J.M. 
Tanner, W- Grey Walter and René Zazzo. 
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Modern Psychiatric Treatment. By THOMAS P: 
DETRE AND Henry G. JARECKI. Philadel- 
phia: Lippincott. 1971. Pp. vii4 733. 
£12.50; $25.00. 


In this new book recent developments in psy- 
chiatry and related fields are integrated into a 
thoughtful guide to the management of psychi- 
atric disorders. The initial chapters evaluate 
psychiatric illness and assess treatment response. 
These are followed by a detailed survey of modern 


treatment methods, both somatic and psycho- 
logical. 


C. G. Jung: Psychological Reflections. A New 
Anthology of His Writings, 1905-1961. 
Selected and edited by JOLANDE JACOBI. 
London: Routledge & Kegan Paul. 1971. 
Pp. xvi-F 391. £3.00; paperback, £1.75. 


This book was originally published in German 
in 1945. The English edition appeared in 1953, 


Short book notices 


and this is a second edition, constituting 2 eei 
plete revision of the original. This paperbac 
discusses the nature and activity of the psyche, 
man in his relation to others, the w orld of values, 
and has a section "on ultimate things’. A list of 
the collected works of C. G. Jung is given- 


dated and 
The Lüscher Colour Test. Translated 


edited by IAN A. SCOTT. Based an m 
original German text by Dr Max LUSC HE 1 
London: Pan Books. 1971. Pp. 207. Paper 
back 50p. 


This is a translated and edited version prepare 
by Ian Scott, based on the original pon n i 
by Dr Max Lüscher. The text says | tli! 
supposed to be "a "deep" psychologic?’ 
which ‘reveals personality through colour "t e 
text is based on the theory that a person s p the 
ence for certain colours is directly related t° 
‘emotional value’ of the colours. 


activity 
monitoring 
System 


SLM mosè sensitive the system can 

$ omm and quantify — the movement of 

oyeron on house-fly at up to 3 metres 

lends Mac of 4 sq. metres. The system 

children p to psychological studies on 

alsan or monitoring the activity of a 
Ping infant over long periods. 
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NO physical attachments to the 
» ject, hence no interference with 
atural activity. 


*L 
de energy ultrasonic beam causes no 
E ectable interference with 
e subject, 
* P 
= Special cages required ; 
c ndard metallic or non-metallic cages 
an be used, 


*c à 
cam ustaly independent of light 
Bea PE allows study of nocturnal 
ci teh and behaviour in the absence 


X Enti " 
eum ee animal-proof ; the transducers 
ei reece well out of reach of 
e most inquisitive animal. 
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Has anybody here seen Kelly? ^" 
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By G. A. FOULDS* 


» iL consciously wishes to have no truck 
nées motivation, whether conscious or 
the Penne, He believes (Kelly, 1958) that 
is &tstsilioll y of motivation implies that Man 
When he i pment. “Examine what he does 
into som : in being motivated. Does he turn 
and he ee ‘ind of inert substance? If not - 
Observati omis should we not follow up our 
erson c With a basic assumption that any 
reason i motivated, motivated for no other 
an that he is alive?" 
hized ip should not. It has long been recog- 
Slate or "e the nervous system is in à constant 
Put it Voca i that, as Peters (1958) has 
acting nation is needed of the patterning 
Te, n y rather than of its initiation. Further- 
r moti all movement is either intentional 
the p vated — e.g. falling from an aeroplane, 
"abinski reflex or any habitual activity 
Te, Pin act of walking. It does not, there- 
the inca: that, because man is never inert, 
"equireg *Pt of motivation is redundant. It is 
Ween to differentiate at the very least be- 
from Chaviour determined by fear of falling 
tually. aeroplane and the happening of 
pari doing so. It is required to explain 
tPosive, from the normal rule-following 
e up -P Odel (Peters, 1958). Jack may have 
the al the hill many times with Jill to fetch 
have " of water, The climbing of the hill may 
ular s ome quite habitual; but, on the parti- 
2S j worded oceasion, Jack may have had, 
tention? a supplementary motive and/or 
o f After all, we do not know how he 
p s. down and break his crown, and 
“ome ee suspicious that Jill should have 
A ma Mbling after. 
“May intend to drown himself and do 
: iu left à note declaring his intention. 
Marig TE Professor, University of Western 
' -Ondon, 


Q9 
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We may know that he suffered from severe 
bouts of depression and we may guess that he 
was motivated by a desire to get out of this 
sinful world. 

We may know that another man was in 
financial difficulties, that his wife had recently 
left him and that he went out to swim in a dan- 
gerously*rough sea. We may have no evidence 
that he intended to kill himself; but we may 
guess that he was in a very disturbed state and 
was motivated to put himself into a Russian 
roulette situation — not intending to die, but 
not intending not to die. He may even have 
made an unsuccessful attempt to save him- 
self. 

Yet another man - with no apparent cloud 
on his physical or psychological horizon - 
may have contracted severe cramp and been 
unable to save himself. We are aware of no 
intention or motive. Accidents do happen. 

‘For the psychotic,’ says Kelly, ‘with his 

athways structured the way they are in his 
mind, he has simply chosen from a particular 
limited set of alternatives. How else can he 
behave? His other alternatives are even less 
acceptable." And ‘so long as he has some 
alternatives of his own making we must seek 
to explain why he chooses some of them in 
preference to others.’ And the Choice Corol- 
lary states that *a person chooses for himself 
that alternative in a dichotomized construct 
through which he anticipates the greater 
for extension and definition of his 
system’. Unfortunately Kelly claims that 
“what we are saying in this crucial Choice 
Corollary gives us final ground for dismissing 
motivation as a necessary psychological con- 
struct’. Further, he states that *if we assume 
that his words and acts have ess patent 
meanings. . -W€ must construe him in terms 
of a background understanding of his con- 


possibility 
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struct system’. Bruner (1956) has done just 
that with Kelly, when he points out that ‘an 
event is construed or ^ placed" at one or the 
other alternative poles of a construct. . .de- 
pending upon “which seems to provide the 
best basis for anticipating the ensuing events”. 
One object of categorizing the world in terms 
of a construct system is to minimize the dis- 
ruptive surprises that it can wreak on us. This, 
I think, is the principal doctrine of “ motiva- 
tion" in the book -an implicit one, but one 
stamped on every page.’ 

Kelly finds no need to distinguish between 
conscious and unconscious processes. 'He 
organizes his constructs into a personal sys- 
tem that is no more conscious than it is un- 
conscious.” How can we know this if we do 
not make the distinction in the first place is as 
mysterious as knowing how we can examine 
someone when he is not being motivated when 
he is assumed to be motivated all the time. 
Yet ‘if they [the personal constructs] are im- 
portant in a person's life, it is a mistake to say 
they are unconscious or that he is unaware of 
them”. Is it permissible to say it if the personal 
constructs be unimportant? 

This unwillingness to differentiate between 
conscious and unconscious processes leads 
Kelly to make the curious statement that * To 
most therapists resistance is a kind of per- 
verse stubbornness in the client. Most thera- 
pists are annoyed by it^ The term “perverse 
stubbornness’ is quite inappropriate for 
therapists whose constructs include the un- 

conscious, with which resistance js usually 
associated. The claim that most therapists are 
annoyed by it seems patently absurd, since it 
is resistance which for them signals that they 
have made contact with a critical 1 
They would be more likely to be 
they did not encounter resistance, 

“When the so-called resistance wa 
broken through. . 


area. 
annoyed if 


s finally 
-it seemed proper. . .to ask 
ourselves and our client just what had hap- 
pened. There were, of course, the usual kinds 
of reply, “I just couldn't say that to you 
then", or “I knew I was being evasive, but 
I just didn't know what to do about it”, etc.’ 
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These may have been the usual kinds of B 
from what Bruner (1956) called the oe 
adolescent peer groups of Columbus. anil 
worried about their dates, their Lows nie 
conformity: but they would rarely BS € 
the mouths of the severe neurotic or psy" 
patients in a mental hospital. 
Mental hospital patients do di peer 
usual run of university clinic clients. pa qus 
larly of America. One essential iie erit 5 
in the lesser availability to consciousne ae 
the determinants of behaviour. poc 
noid patient construed himself as b» country 
and half Greek. When asked in W d) asked 
he was born, he said * England’. dp ei 
in what country his father was born, et his 
‘England’, When asked in what cou! When 
mother was born, he said ` Englan belie 
asked whether he had any reason Mg outside 
that any of his ancestors were sati what 
England, he said* No’. When askec if Germa? 
his nationality was, he said, ‘Ha reason ” 
and half Greek.’ When asked what ! as 


fer from the 


ve 


Kelly would presumably have y o à 
to offer one. He was then asked, sountries 
he could classify each of Li apte y 
either masculine or feminine. e an j 
classified as the most masculine rA fer 
as feminine, though not the ye 
Another of his constructs, gr Sma 
that people wereaccusinghim ° of his € am 
sexual. Of course, he was aware jsexUd id 
German construct and of his june able | 
struct, but it seemed highly hec pet 

he was aware of any relation? j 
them. aus FORE ii [2 

Kelly would consider that pt 

a patient to ‘utter words WAI ; 
his constructs, or to dn to 
are precariously construed. ‘agents api. 
into a chaos of personal K pihet 
much it may clarify matters a i 

It seems unlikely that any ye 
would have forced this Para” 
that time to face up to the 
tween the Graeco-German 


ov mig” 
" hera 
constructs which he, the tl 


apie 
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believed to exist. It seems arguable that the 
ete Bs uoa d plunged into chaos when 
and why el a sos), Why else did he come 
po E as he willing to stay? But more 
say that thi e that, is it really meaningful to 
and half a pen chose to be half German 
reek? 

Pad Paim comes out again when Kelly 
(1950) hi iY neurane paradox, which Mowrer 
chiiviour . EPIS as "the paradox of 
Self-perpet E hich is at one and the same time 
concludes vaig and self-defeating’. Kelly 
Psycholog ES from the standpoint of the 
ere is a of personal constructs, however, 
Of the so. Scu de paradox .'The behaviour 
Paradoxi i led neurotic client does not seem 
it in emis tre him until he tries to rationalize 
Within ees therapist can understand... 
May be f c lent's limited construct system he 
aradox aced with a dilemma but not with a 
Clients We One can only assume that Kelly's 
‘Teal n re, indeed, * so-called" neurotics. No 
him, po would be likely to agree with 
limes s compulsion to dress and re-dress 
Ours cme morning, so that one Is late, 
Not g ^ or work or for any appointment 
the tin ee and self-defeating, 
p itis, lave no meaning. Is our language 
tO sa T "erished that we find it appropriate 
n Une Such a compulsive patient chooses 
ho m re-dress in this way? The man 
but p Ies himself to be devoutly religious 
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their personal lives. . .". Again, intimations of 
Columbus, Ohio! Neurotic patients are driven, 
usually very reluctantly, to seek help because 
their distress has become unbearable. It may 
be an honour for a therapist to be paid for 
minding other people's business, but it is not 
the intention of the patient to confer that 
honour upon him. 

If general psychology has often placed dis- 
astrous reliance on university students, psy- 
chopathology -or psychopathology as un- 
derstood by many clinical psychologists — is 
placing disastrous reliance on the clientele of 
university clinics. It would appear that many 
clinical psychologists are so strongly motivated 
to become involved in therapy, whether it be 
the non-directive, personal construct or be- 
haviour brand, that they have been obliged 
to occupy themselves with - and have now 
acquired considerable proficiency in - curing 
people who have never been ill. This, if pre- 
ventative, would be an activity of the highest 
importance, but it does not provide a sound 
basis for generalizations about the whole 
range of psychiatric illnesses. In view of the 
immense potential importance of this issue 
it is disappointing that so little effort has been 
made to determine whether treatment of the 
favoured kind prevents clients from becoming 
patients. If this be not done and if the therapist 
does not expose himself to the full range of 
the personally ill, he iS- "bearing his blush- 
ing honours thick upon him - unwittingly 
and unintentionally trivializing the problem. 
Unless much greater caution and humility be 
exercised, this may well result in serious set- 
backs for the profession of psychology in the 


future. 


This dangerous situation arises from Kelly's 


brushing aside of diagnosis. To deny that 
diagnosis has any significance 1s implicitly to 
claim that the favoured form of treatment is 
equally efficacious with all patients. Kelly s 
philosophy renders it impossible tor him not 
only to differentiate within the personally ill, 
but even to distinguish between people who 
ill and people who are not. : 
s Kelly a construct has no existence in- 
r$-2 
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dependent of the person whose thinking it 
characterizes. There can be no question, there- 
fore, of the truth or falsity of the construct, 
but only of its usefulness or convenience for 
the construer. The important problem, how- 
ever, is whether or not the constructs have 
reference to anything outside the self. In the 
case of many psychotics they probably do not. 
Thusa paraphrenic, who was visited in hospital 
by his wifeand a mutual male friend, construed 
the friend's tartan waistcoat as indicating that 
the friend was having an affair with the pa- 
tient's wife. Presumably had they, in fact, been 
having an affair, the paraphrenic would have 
considered that his construct had been vali- 
dated; but he did not need this evidence to 
satisfy himself. Every construct within the 
paraphrenic’s delusional system is validated 
to his own satisfaction. There is no reference 
beyond the idea. This appears to hold for 
Kelly’s theory in general. 
Kelly, according to Bannister & Mair 
(1968), ‘makes three assumptions about the 
universe ~ that it is real and not a figment of 
the imagination. . .in accepting that the uni- 
verse contains real events and objects, Kelly 
also assumed that events internal to a person 
were equally real, so that thoughts or ideas 
about external things have a reality which is 
as convincing as the things themselves. Man 
comes to know Something about the universe 
only in so far as he can make interpretations 
of it, and approaches an accurate awareness 
of events by successive approximations. The 
theory, then, is one which avoids the ground- 
lessness and subjectivity of the purely pheno- 
menological or existential approaches... 
Kelly accepts that. . men. . „are distinguished 
by their capacity not merely to react to ex- 
ternal events but to represent their environ- 
ment. . . Man can only come to know the world 
by means of the constructions he places upon 
itand he will be bound by events to the extent 
that his ingenuity limits his possibilities for 
Teconstruing these events. Each man erects 
for himself a representational model of the 
world which allows him to make sense out of 
it and which enables him to chart a course of 
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behaviour in relation to it. Such a B 
tional model or construct system, which we 
be explicitly formulated or BupHEDU, an 
out, may constitute a crude facsimile o at 
features of the world. However, a ier P 
of constructs is better than none àt ron d 
as the world rolls along, piger E 
reality may be tested out and modifi 
allow better predictions in the future. ord bY 
If* man can only come to know the w "nit 
means of the constructions he places Ros only 
he cannot ‘react to external events E pum, 
to his representation of these wmm at all 
events. He cannot be bound by «open 
but only by his representation © ol predict 
he cannot react to events, he canno future 
them. He can only predict his own 
representations of events. 
If a man can know only fis 
tations of events, by what criteria 
that his modified successive apP á 
are more accurate representations 
which he cannot know? "—7. 
What is meant by ‘implicitly 4€ s whos 
must mean that some other act rom 
exiscence cannot be pun 1 p^ i 
representation of acts pape represen. 
representation of X that his ( v rep ac 
tion of X includes a particula on hi pe^ 
tional model. Y can only petes x make a 
reflexions. It is not que the "m " 
gratuitous assumption that 4 means exis” ve 
are real, which presumably pout the™ pst 
dependently of Y's thought A existe yat 
take Kelly’s standpoint, X ni 
be proved by taking thoug"" 
murray (1961) has argue : j 
ceived as spectator itself articiP™ g fof 
idea, since it is excluded from E 
what it contemplates. There world ots 
it in the world. And winter. con jt 
may be conceived to appe y re? 
its own ideas, as Descartes cost um pe 
It is more illuminating to T° absurd b 
for what it is — a reductio 4% tence cat 
theoretical standpoint. bos tth 
proved; it is not a predica a 
self — the thinker — must Pf 


T 
his own repre? 
can he JU B 
roximati? 
f even 


Has anybody here seen Kelly ? 


I5 to apprehend the Other... We know exis- 
tence by participating in existence. This par- 
ticipation is action.” So, within Kelly’s Per- 
Sonal Construct theory, to the question posed 
e the old music-hall song: ‘Has anybody 
Wre seen Kelly?", the answer must be ‘No’, 
°F, more accurately, there is nobody who can 
Prove that he has, 
"obi ORESITE within the paraphrenic's 
Sioa system is validated to his own 
ie e because there is no reference 
aly’ E idea, and if this apply equally to 
5 theory, this leaves him with no ground 
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for distinguishing normality from abnor- 
mality, windmills from Don Quixote's con- 
struing of them. Little wonder that diagnosis 
is brushed aside. The normal person and the 
schizophrenic are equally withdrawn from 
reality, locked in an egocentric solipsistic con- 
struct system. Bannister uses consensual vali- 
dation for determining the presence or absence 
of thought-process disorder in schizophrenics 
in his excellent studies of thought-process 
disorder in schizophrenia, but consensual 
validation is not a method which is open to 
the solipsist. 
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The after-pleasure of suicide 


Bv STEPHEN J. MORSE* 


me model that will successfully 
hiviany Leon large variety of suicidal be- 
Purpose wa ong evaded researchers. It is the 
a motivati it paper to attempt to formulate 
Suicidal m E model that will explain the 
Who atte ON oe a limited class of those 
theory miis satelite, Using psychoanalytic 
(feelings S Dase, a set of three preconditions 
fuc g hopelessness, suicide-promoting 
Q^ Miis aed reality testing) will. be 
lo Beas e m being necessary and sufficient 

Petha | such suicidal behaviour. — 
Study * ie the most important step in any 
aspects EL to identify carefully those 
choosin - suicidal behaviour that one is 
group 8 to investigate (Neuringer, 1962). The 

ose ie Boing to investigate includes only 
ünd ilo Seemingly truly intended te die, 
Or help: "m those who were simply ‘crying 
d the lik ‘ose who intended to be rescued, 
People wh €. It is, of course, true that many 
"tena to di make an attempt, but who do not 
are not p; te, do in fact succeed. These people 
those wi art of my study. I am studying only 
bu thr 19 committed a dreadfully lethal act, 
Managed en some accident or quirk of fate 
Wh lis to live. Also, I am studying those 
by j “Seeded, and who it appears succeeded 


ün 


Mtenti 
n , 

Specifica rather than by accident. More 
Suigiga >> Lam studying those persons whose 


are tans to make little sense, i.e. those who 
th humanely Physically intact, non-psycho- 

isele; who do seriously mean to kill 
ner, pp "Sina culturally non-prescribed man- 
sisca "S Persons suffering from an incurable 


M Sych 
at ey and Social Relations Depart- 
i Te i ; ^ Eo 
“bea ar University; Outpatient. Clinic, 

Spital, Belmont, Mass. 


Given the group that I have delineatedl 
there are numerous basic methodologica 
problems involved in the study (for this dis- 
cussion I am indebted to Neuringer's excellent 
article, 1962). First, there are three problems 
involved in the use of the ‘method of resi- 
duals’, wherein ‘the residual effects of the 
deceased are utilized as clues pointing to the 
state of the individual when alive’ (Neuringer, 
p. 274). The three problems are poor control, 
observational distortion and unknown vali- 
dity. While it must be admitted that these are 
serious and even insurmountable problems, 
unless we develop a highly accurate suicide 
prediction scale so that we can study potential 
suicides who later succeed, the method of 
residuals is the only method available for 
studying the aetiology of the successful sui- 
cide. (Of course, if we could predict and did 
monitor all or most potential suicides, the 
very act of studying them would change the 
nature of the data.) Thus, because this method 
is the only one available, all we can do is to 
rely on those studies and investigators who 
have used the method in the most rigorous, 
disciplined and logically satisfying manner 
possible. 

For those subjects who made lethal attempts 
that somehow failed (but who truly intended 
to succeed) there are also methodological 
problems. First, having attempted but failed 
produces reactions, both within the suicide 
and upon him from the surrounding environ- 
ment. The person who seriously attempts but 
fails to commit suicide is definitely changed by 
his attempt. Afterwards, whether the investi- 
gator can accurately determine the pre-suici- 
dal state is doubtful. Secondly, there is often 
a physical effect of the very lethal suicidal 
attempt (e.g. brain damage) that may change 
the suicide's psychological state sufficiently to 
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make surmises concerning the pre-suicidal 
state of mind difficult, if not impossible. 
Thirdly, nearly all such lethal attempters are 
hospitalized, during which period they are 
investigated. Hospitalized ‘attempters’ are 
often put on a regimen different from that of 
other patients, and every particular hospital 
and ward has its own unique effects on the 
patients. Thus, for these three reasons (and 
others), it is questionable whether investigat- 
ing the ‘attempter’ post-attempt can lead to 
reasonable conclusions about the pre-attempt 
psychological state. Again, however, post- 
attempt interviewing and testing the individual 
(and those around him, etc.) is the only method 
available. The only extrication from this 
difficulty is the prediction possibility raised 
above, but the same objections obtain again. 
Therefore we must rely on those post-attempt 
studies that satisfy the criteria listed above 
when discussing studies or cases that em- 
ployed the method of residuals. 
The study of suicide has been enriched pri- 
marily by the contributions of psychology 
(broadly defined) and sociology. Taking the 
latter first, it is certainly true that suicide rates 
do vary with sociological variables, as Durk- 
heim first recognized. However, it is also true 
that ‘no social status or condition generates 
a constant rate in all populations’ (Labovitz, 
1968, p. 72). For any set of sociological 
variables, a society can be found with either 
a high, low or moderate suicide rate (that is 
perhaps overstated, but it is basically correct). 
Further, even for those variables that produce 
a high suicide rate, a high rate is 20 suicides 
per 100,000 persons. Thus, with even *high- 
rate’ sociological variables, most people in 
those societies do not take their lives. Clearly, 
sociological variables, although important in 
any given society, are mediated by psycholo- 
gical variables. For this paper, I intend to omit 
any sociological discussion and to concentrate 
on psychological variables. The reader wishing 
to read a complete and literate summary of 
Sociological theories is referred to Douglas's 
excellent book (1967, parts 1, 2). 
Specifically, I intend this to be a psycho- 
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analytic study. First, in the context due 
psychoanalytic theory of motivation, © ies 
deal with the particular mental contents A 
seem to be correlated with suicide. (Herea E 
suicide, unless noted otherwise. will ow ) 
the particular group I have defined cect a 
Then I shall offer a formal theory of ~ 
conditions for suicide based on the psy® 


analytic theory of reality-testing. 


port (1960) and thus needs Pu 
tion here except for a few very brie! | drives 
At base, it is the libidinal and aggressi rection 
that are responsible for the anam 1915% 
and selection of behaviour dori a 
1920a). Depending on both uae an iP 
experiential factors, humans = repertoire 
credibly overdetermined and varic! oa 1900: 
of behaviours that gratify them ae p oces 
Waelder, 1936). In the developme? i need are 
the ‘selfish’ and ‘amoral’ instinct am 
driven underground, as it ape seckin? 
conscious, where they exist as sratificatio "i 
gratification. Normally, when E rini ma 
the real world is denied, satisfac 

sought in fantasy. 


$ i ied " 
r oversimplif ar? 


Let me expand the rathe cies than " i 
cussion laid out above. C the origi of! 
phrase the clear language 9 pret 


‘tion from 
shall quote a lengthy portion 


s cab a " 
the formation of wishes: nal f a 

: TT p an stl. .. an. 
...the excitation arising from * ent!) on 


a mo : 
ducing @ oe opel” of 
" inuOU? n wa 
contin ome v9 
bout ! ETC 
f satisfactio" 


is not due to a force pro‘ 
pact but to one which is in 
A change can only come a 
other...an 'experience O the inte 
achieved which puts an end Ve this & 
lus. An essential componen i 4 
satisfaction is à j articu "ns asse e 
mnemic image of which yma! nof! 
forward with the memory m 10 
produced by the need. A5 2 pe^ i 
has thus been established. will 
arises a. psychical impulse ^ 
which will seek to re-cathec 
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of the perception and to re-evoke the perception 

Itself, that is to say, to re-establish the situation 

E the original s faction. An impulse of this 

m » MER we call a wish; the reappearance of 

Dang ay is the fulfilment of the wish 
Pp. 565-6]. 


Heri. happens, as tragically it so often must, 
iios. E nal world does not provide satis- 
ans iN our instinctual needs, then one solu- 
Mir s the person fantasies the satisfaction 

manner of the infant hypothetically 


hallucinat; 
Ucinating the longed-for breast-nourish- 
Ment, 2 


Nothi i 
dene Prevents us from assuming that 
Was a primitive state of 
the ; 
asp NER apparatus in which the path was 


in aioe that is, in which wishing ended 
Cal activit anig Thus the aim of this first psychi- 
~a me ined to produce a * perceptual identity 
vith the he ^ the perception which was linked 
P- S66), isfaction of the need [Freud, 1900, 
N 
Mii, the hallucinated satisfaction is not 
Satisfy. He because it cannot in fact 
Thus n. he somatic or interpersonal need. 
reality fo €go develops in order to deal with 
or the purpose of securing satisfaction. 
Second ary process is overlaid by the 
Origina] y process. However, as noted, the 
; esires do not disappear as the 
defensi Sense develops. Because of the ego's 
ive function, they are repressed, dis- 
<q Uansformed, sublimated and the 
fixati he wishes still exist, because a libidinal 
reap ODce attained, is only given up with 
difficulty (Freud, 1923). Naturally, 
Or} fet es do not retain only their exact 
i the mt (e.g. the visual hallucination 
66. at with-nipple). As Schur points 
eh: ch. 6), the contents of the id are 
wi tion anged as the person develops Ld 
qat Under the ‘repressed’). lec y 
we fantas, COSS most change, or is added, is 
pisa ig Y of what object, or what method, 
an Y the impulse striving for satisfaction. 


ing AS a 
"Stine. Teud said about the object of the 
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It is what is most variable about an instinct and 
is not originally connected with it, but becomes 
assigned to it only in consequence of being parti- 
cularly fitted to make satisfaction possible. . .It 
may be changed any number of times in the course 
of the vicissitude which the instinct undergoes 
during its existence. . . A particularly close attach- 
ment of the instinct to its object is distinguished 
by the term ‘fixation’ [1915a, pp. 122-3]. 


Even as reality-testing develops, it is still 
true that the external world cannot gratify all 
our needs. One way we deal with this frustra- 
tion has been described by Freud as follows: 


A general tendency of our mental apparatus, 
which can be traced back to the economic prin- 
ciple of saving expenditure, seems to find expres- 
sion in the tenacity with which we hold on to the 
sources of pleasure at our disposal, and in the 
difficulty with which we renounce them. With the 
introduction of the reality principle one species 
of thought-activity was split off; it was kept free 
from reality-testing and remained subordinated 
to the pleasure principle alone. This activity is 
phantasying, which begins already in children's 
play, and later, continued as daydreaming, aban- 


dons dependence on real objects [1911, p. 222]. 


Of course, the reason we daydream or 
fantasy is the pursuit of gratification. 


It does not aim at changing reality in order to 
obtain satisfaction; rather it involves the creation 
of an imagined alternative and satisfying state. 
It arises as a consequence of the frustration in- 
evitably imposed by reality ... [Sandler & Nagera, 
1963, pp- 189-90]. 


These fantasies can be unconscious. It should 
be noted that fantasying in pursuit of gratifica- 
tion is an ego function (Sandler & Nagera, 
1963), an important point to which we shall 
return later.* Further, the fantasies, wishes 
and memories from all the levels of develop- 
t and instinctual vicissitudes exist side 
and they are all always operative with 
es of representation in con- 


men 
by side, 
varying degre 
sciousness, and force. 

* For a more extended review and reformula- 


the metapsychology of fantasy the reader 


ion of 
E r by Sandler & Nagera 


is referred to the pape 
(1963). 
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To summarize: the instincts drive the 
organism (i.e. to seek satisfaction); they are 
the motivational force. However, it is the 
memories, wishes and fantasies that direct and 
select behaviour, i.e. consciously and un- 
consciously point the way to what or whom 
will bring us the satisfactions we seek. In a 
sense, then, although fantasies by themselves 
can do nothing (they are simply * ideas"), they 
do have motivational properties in that they 
are the ‘signposts’ to the motivational goal. 


Childhood wishes which remain ungratified as the 
result of anxiety and conflict [necessitated by 
reality's frustrations] about them, remain active 
and continually drive an individual in the direction 
which may lead to any of the familiar consequences 
that such psychical conflicts have.. .[Brenner, 
1971, p. 139]. 


To the extent that such fantasies are derived 
from infantile fixations, fantasies are going to 
be ‘irrational’ in terms of adult functioning, 
and they will interfere with the successful 
reality-testing that makes real-world satisfac- 
tion possible. 
ul 

Many writers, if not all, agree that a basic 
component of suicide is that the person has 
lost hope, i.e. he no longer expects to be able 
to be gratified in this world under present 
conditions which he is helpless to change 
(e.g. Farber, 1968: Shein & Stone, 1969). As 
Shein & Stone put it, 


careful examination reveals that the suicidal 
patient no longer expects eratifying contact with 
new objects, nor does he gain sufficient sustenance 
from his old internalized Objects. i.e. his ego ideal 
and object representations, to ward off his con- 
clusion of helplessness and hopelessness [i969, 


p. 64]. 


Farber notes that suicide varies inversely with 


the level of hope (1968, p. 16). As Shein & 
Stone's quote implies, hope is the expectation 
(unconscious OF conscious) th 


at one's needs 
will be prautied 


Thus whatever else suicide 
IS, It Is a reaction to the expectation that 


Erautication cannot be obtained as things 
Stand in a person's life. 
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It is argued that the suicide feels overbur- 
dened by feelings of hopelessness and Ie 
ness. The world has often dealt him a terrible 
blow (most often loss of a love object. = 
of position or loss of the possibility of pee n 
a cherished goal). It seems as if the en 
incapable of furnishing him with the sup ide 
he needs. It is at this time that the sule el 
fantasies that, since life cannot and will a 
in the future satisfy him, perhaps the he 
alternative is death. He thinks to himself pn 
death will be a better, more satisfying cho ^ 
The question, then, is: How does he ce 
carry it out? 

Since the suicide is fantasying or da) reat 
ing about death, we must ask M pa 
means to him. We have pointed out tha hey 
tasies have motivational properties (ion) 
are signposts to the goal of ——: with 
Hendin notes, ‘the attitude and fantas ey ie 
regard to death and dying are exten vite! 
portant in the motivation ol queo " 85) 
or not depression is present (19 suring any 
We have noted that, before and CHIT un 


MM 
: - conscious * He 

behaviour, the person has cons ut 
i P hts abo in 


s 3 7 
conscious fantasies and thoug strument? 

. = "TI nS ud 
behaviour. These thoughts are M ris unde" 


determining whether that behavior 
taken, and how it is experience c can det 
son when he is behaving. Thus = ands ? 
say that there can be basically Ae hose t 
fantasies or notions about deat “a that P" 
are suicide-promoting and tho* 
suicide-inhibiting (Choron, 5 gs 
There are infinite preferred p 
to achieve satisfaction. Suc! jediht $ ng 
fantasies will be those in which d ish 
tasied as a satisfaction of 
Thus a necessary (although not E bc d fan 
dition of suicide I hypothesize Pi " 
wherein death is conceive d g 
important wishes in the pit LUI. 
lations (both internal and ext gies * 
years a certain number ol set "ILS 
suicide have been idontilied ^7 
What I shall now do is t0 on (0 
particular fantasies that >=" - p 
promoting. It should be re 


OV PF eng 
romot" - 
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Ves that they become capable of * motivat- 
ing’ suicidal behaviour only when the subject's 
au d Paces to use Shein & Stone's 
in E 269); is that life has become untenable 
M. 3 possibly gratifying him. The dis- 
ition 4 a the fantasies will be based on a 
1965: CI diverse group of studies (Assael, 
1917. i, 1969; Fenichel, 1945; Freud, 
1956. ene b: Futterman, 1961; Geleerd, 
Lewis ces 1961, 1964; Hendrick, 1940; 
1938: Sh 61; McClelland, 1963; Menninger, 
t 5h g epe &Stone, 1969; Stone, 1960, 1971 Y: 
the ps 2. SUP primary fnfenfion. du delincate 
pro Sate behind these fantasies. 
The $ anall simply describe fantasies. 
ilment Pro about death contain the ful- 
Wishes hs both libidinal and aggressive 
ments E Sige argued, all acts contain ele- 
fusio oth the drives in varying degrees 
."3lon and defusion. Of course, suicide 
PA involves aggression (and often rage), 
ome e libidinal gratifications involved in 
The bie fantasies should not be lost sight 
hat aici fantasy that I wish to describe is 
5e g eis an inverted or retroflexed mur- 
garded e rage felt against an ambivalently 
NOW turn ra that has been internalized is 
One tate | against the self. By killing oneself, 
ated (a asies that one will have killed the 
And beloved) object. 


alw 


S 


re 


Or an, 
in ee has explained the enigma of suicide 
Menta » Owing way: probably no one finds the 
$0 doin nergy required to kill himself unless. . -in 
vit] oe he is at the same time killing an object 
ur iind he has identified himself, and. . .is 

i, against himself a death-wish which had 
S Bul r Cted against someone else. Nor need the 
nish i 'Scovery of these unconscious death- 


bate ii Ose who have committed suicide sur- 
às is mne the unconscious of all human 
mins - enough of such death-wishes, even 

Anoth Se they love [Freud, 19206, pp. 162-3) 
k lea A, fantasy is that the act of suicide 
bal Sn rebirth, Such fantasies are parti- 
' T been E in those who feel that things 


im i ho 
1 "ou Wrong” from the beginning (e£ 


Mas ave been born a boy, or à girl h 
Y iS that they will then be just 9S 
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they like, that the world will be just as they 
would like it to be, and that they can start on 
a new, finally satisfying life. 

A third is that death will expiate guilt. 
Strongly related to this fantasy is the fantasy 
that death will offer the subject the self-punish- 
ment he so justly deserves. Such fantasies 
are prevalent in persons heavily guilt-laden or 
who have strong masochistic trends. In a 
sense, this fantasy also involves a 'refuge- 
avoidance’ fantasy, ie. death will end the 
pain caused by guilt. But even what seems to 
be motivated by avoidance contains within it 
an approach towards satisfaction, ie. the 
death will end the painful situation and then 
life will be pleasant. In a sense, it is a rebirth 
fantasy. In any case, the lessening of pain in 
itself is a pleasurable experience. 

A further fantasy is that death is a lover or 
harlequin, or that only through death is sexual 
satisfaction possible. Hendin describes an in- 
teresting example of this fantasy (which starts 
with the patient's dream): 


‘My in-laws took my wedding ring. I decided to 
steal it back and then commit suicide.” 

The patient associated to this dream the fact 
that her father-in-law had frequently told her 
that her husband did not belong to her and was on 
loan. She always felt that nothing had belonged to 
.She saw the woman from whom she stole 
the ring as her mother-in-law. However, the dream 
is of interest because of the light it throws on the 

atient's suicidal tendency: the primary factor in 
the dream is that she views gratification of her 
s for men, in this case her husband. .., as 
gh her own death [1961, p. 186]. 


her.. 


desire: 
possible on ly throu 


Very closely related to this formulation, or 
perhaps just put another way, is the fantasy 
that through death one will gain direct libidinal 


pleasure. 


Another fantasy is that death will be a re- 


union with a love object that has already died. 
There are numerous cases in the literature of 

ersons who commit suicide to rejoin lost 
loved ones (c£ Hondrick, 1940), and often 


the attempt is made on the anniversary of the 
í t 


ieath of the loved one. (The expiatory and 
€ 
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libidinal aspects of this fantasy are also im- 
portant.) : i - 
© Yet another fantasy associated with suicide 
is that death is Nirvana, the ‘good sleep’. The 
prototype of this experience is, as Freud 
pointed out, the infant asleep at the breast 
after a satisfying feed. Thus the blissful, good 
sleep is also related to the fantasy of refusion 
with the mothering one. There is no more un- 
differentiated state than that of the newborn 
asleep at its mother’s breast after a good feed. 

Two further and related fantasies are that 
death will lead to immortality, and that 
through the act of suicide one will gain omni- 
potent mastery. For those who feel that they 
have absolutely no control over their lives, 
and who feel great pain from feelings of utter 
lack of competence (cf. Farber, 1968), the 
one thing that may be within their control 
is the moment at which they will die. Suicide 
can be an assertion of utter control over the 
most awesome power there is, the power 
over life and death. And there are those who 
fantasy that by their death they will live for 
ever. 

A further fantasy I wish to note is that the 
suicide feels that if he kills himself he will 
really hurt someone else in the external world 
(e.g. ‘they'll really be guilty and sad at my 
funeral’). His death will cause pain to the 
object of his hostility and thus the suicide will 
gratify an aggressive wish. There is also the 
fantasy of retaliatory abandonment. The 
suicide has been abandoned by a significant 
object and he fantasies that his (the suicide’s) 
death will be sweet revenge by abandoning 
the object, causing the object the pain that the 
suicide felt upon being abandoned himself. 
Clearly there is an aggressive wish beneath 
this fantasy. 

Finally, I wish to deal with two other situa- 
tions that supposedly lead to suicide but for 
which no fantasy has been described. The first 
is that suicide is seen as an escape from an 
unbearably painful build-up of undischarge- 
able tension and anxiety. The second is that 
Suicide is seen as an escape from the torturously 
painful feeling that one is dead already (emo- 
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tionally, not in a delusional sense). Teei 
is seen as escaping the pain or pom ar, 
what is already true. My hypothesis, i ath 
confirming data are needed, is that e di 
the pure escape motivation one = a 
type of fantasy described above that S birth 
tive aspects to it. Perhaps it would be a adk 
fantasy in both cases (e.g. "when I come haps 
I shall be free of tension, or alive’), OF a 
there is the fantasy of the good sleep Wet? 
avoidance mechanism. In any e these 
have been very few reported poe phe fan- 
types and there is no indication that Hon can 
tasies were not present. However, ia that a 
conclude about these situations E 
present no conclusion is possible. 
This completes my descriptio 
cide-promoting fantasies. It shou than one 
that an individual may have un 
of these fantasies and that they me asked 8 
The question that now ed fantasies 
why all the people who have suc i 
not kill themselves, since it is cle 
evidence that this is true, What m 


s 
fantasi? 


> other 
ome wn 


* | wish to distinguish $ ~ tour Bi 
that may motivate suicidal bchav 
type of suicidal behaviour th : 
the subject-matter of this Pu odi descri j the 
are many such fantasies, I shall ol 1 
that seem to be particularly 5 
fantasy of the wish to be gene 
1958); (2) the test-of-love ( h (Weiss pos 
1958); (3) the gamble with Ger om not 
What distinguishes these fanta ere emp" 
described above is that the Lee canal?” yi 
truly involve dying. These wt l 
but their fantasy is that simp hove anxie! g 
change things for the better, = to die? 
like. Thus they do not truly une 
sometimes such people will ens 
my contention that success atin 
much as life is saved by accident © 


e d 


death is not expected to Y? ^ 7c NEN : ; 
they do not intend to die. „ejes 2 
the suicide-promoting fantas nët 
cause they can be fulfilled ed 
but death will not, to the bes 
lead to rebirth). 
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i: addition to feelings of hopelessness and the 
Suicide-promoting fantasy, that allows the 
fantasy to ‘motivate’ the actual self-destruc- 
tive behaviour? In answer I shall put forward 
i etna that at the time they take their 
P ie level of mental functioning, the 
d elieves that he shall be alive after his 
sa a baa to assess this notion, let us 
ibed S urther the fantasies we have des- 
as suicide-promoting. 

Pes fantasies all involve something de- 
comes te gratification or gratifying state 
logic io Loan because of death. As a matter of 
is Sine 4 can there be gratification unless y 
mein to be around to enjoy the fruits? 
Union "ie this 1S explicit. In fantasies of re- 
n fanta Ps subject will then be with someone. 
ill Pe — of external aggression, the subject 
lasy a Seeing his object's pain. In the fan- 
antas rebirth, life will start anew. In the 
e ae of Omnipotent mastery, one will then 
Minis Patent master. In the fantasy of 
Without in murder, life will be more pleasant 
j he pain- and anxiety-producing ob- 


Ject 
lig, eee - he will ‘get what's coming to 
these far a sense, the ‘after-pleasure’ of all 


Rogen spurred by a hostile wish, is 
le, his € results of the hostility on the object 
he gu erie; guilt, remorse or the like). 
ans One of the fantasies that seems to 
ule is the ‘good sleep-fusion 

Su ject ; TET fantasy. But even here the fused 
Brea ke. alive, and the suicide is getting the 
h ort Bratification possible. Finally, to be 
Ruitiver al is, of course, to live for ever. In- 
thes, 2? then, all the pleasure involved in 
tims e ‘Ntasies, all the gratification, is in- 
4 bound up with the subject being alive 
d kills himself. After-pleasure 1$ 


are t Tam hypothesizing is that we humans 
aths “Pable of truly conceiving of our own 
‘llizg y 9, One who can fantasy, conceptu- 
death Write about it has ever experienced 
To a As Freud put it, 


an 
Pre YOne E 
“Par, who listened to us we were of course 


o 1 : 
"teg, ^! maintain that death was the necessary 


e 5 
9f life, that everyone owes nature à death 
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and must expect to pay the debt — in short, that 
death was natural, undeniable and unavoidable. 
In reality, however, we were accustomed to behave 
as if it were otherwise. We showed an unmistak- 
able tendency to put death on one side, to eliminate 
it from life. ..It is indeed impossible to imagine 
our own death; and whenever we attempt to do 
so we can perceive that we are in fact still present 
as spectators [italics mine]. Hence the psycho- 
analytic school could venture on the assertion 
that at bottom no one believes in his own death, 
or, to put the same thing in another way, that in 
the unconscious every one of us is convinced of 
his own immortality [19155, p. 289]. 

Even those who disagree with the absolute 
quality of Freud's pronouncement seem still 
to reach approximately the same conclusion. 
For example, let me offer the following quote 
from Lifton: 


I believe it is more correct to say that our own 
death — or at least our own dying — is not entirely 
unimaginable but can be imagined only with a con- 
siderable degree of distance, blurring, and denial; 
that we are not absolutely convinced of our own 
immortality, but rather have a need to maintain 
a sense of immortality in the face of inevitable 
biological death; and that this need represents 
not only the inability of the individual unconscious 
to recognize the possibility of its own demise but 
also a compelling universal urge to maintain an 
inner sense of continuous symbolic relationship, 
over time and space, to the various elements of 
life. Nor is this need to transcend individual 
biological life mere denial (though denial becomes 
importantly associated with it): rather, it is part 
of the organism’s psychobiological quest for 
mastery, part of an innate imagery that has 
apparently been present in man’s mind since the 
earliest periods of his history and prehistory 
[1970, p. 172]. 

To those who would argue that we can con- 
ceive of death because we fear it, Freud s 
answer in ‘The Ego and the Id’ was that since 
no living person experiences death, no one 
can fear death itself. That is, the fear of 
death is derivative from the fear of the prime 
motivators of anxiety (separation, castration) 
(1923, pP- 57-9). Freud says, I believe that 
the fear of death is something that apen be- 
tween the ego and the superego’ (1923, p. 58). 


234 


There is obviously no clear proof whether 
Freud is right that death fear is derivative, but 
at least one study, by Sarnoff & Corwin 
(1959), tends to confirm that death fear is 
a derivative of castration anxiety. 

Let us try one more, perhaps tenuous, 
approach to this question. As the systems 
theorists have so correctly noted, it is impos- 
sible for human beings to avoid communicat- 
ing in the context of object-relationships. 
Of course, implied in the concept of com- 
municating is the reciprocal concept of feed- 
back or interaction. It is impossible to think 
of communication without a reaction - we 
cannot conceive of communicating without 
also conceiving of receiving a communication. 
It is a set we carry throughout our lives. Now, 
suicide occurs in the context of object-relations 
and it is certainly a communication (with dif- 
ferent contents in different situations, of 
course) (Stengel, 1969). Since it is a com- 
munication (which at some level is recognized 
by the suicide) the suicide must also expect 
(at some level) some feedback. This clearly 
implies that the suicide expects to be here to 
receive the feedback from his communication. 

At this point, and probably for ever, there 
can be no conclusive proof one way or another 
on the issue of whether the suicide believes that 
he will be here afterwards. So let us accept this 
hypothesis for now, and see if it helps us to 

elucidate the motivation involved in destroying 
oneself. Thus we shall continue under the 
assumption that a suicide kills himself partly 
because he believes that somehow he will be 
here after, or will come back to life, or some 
such thing. 

It has been said, however, that not just the 
suicide, but no one else can conceive of his 
own death. And it has been said that many 
non-suicidal people entertain suicide-pro- 
moting fantasies. Why, then, do not all these 
latter people kill themselves? The answer 
seems fairly clear: most people, although en- 
tertaining these fantasies and primitively (i.e. 
at the primary-process level) believing in their 
own immortality, still maintain stable enough 
reality-testing to realize that death is the end, 
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and that the fantasied after-pleasure jeu 
fantasy. Different levels of oeil coup 
can go on at once, and for most o finality 
secondary-process realization of the H we 
and nothingness of death strongly a 
primary-process notions of gratifica 
through death.* ee " 
The condition that allows the pon 
moting fantasies to. motivate aici “a 
viour, however, is that the suicide I5 pee of 
sway of the primary process at the pee the 
taking his life. In other words. he belie d 
fantasy that he will be here; he is wap ir 
his daydreams and fantasies ME he Wi 
Given that he actually does believe then it 
achieve gratification and be tiere; Ù 
hardly seems so unimaginable that np seems 
do what, to the stable Lone qam 
unimaginable. Put in structural term? arily 
hypothesizing that, at least an 
a massive suspension of adeq other way: 
testing has occurred. To put it ma 7 
there is enough ego-wea 
gression to the level of ego cc i A 
thoughts are believed to be aS 3 de? 
acted upon as real. However nypothes!s al 
with the psychology of this develop T 
detail, let us discuss some he gap som 
issues which I think will bridge er for™ 
what between the substantive “ 
parts of my theory. uns OE ur 
The lack of hope that Seen os 
suicide, the feeling that BR — e 
possible, and the possibility m: 
sion in ego functioning. " 


? ape O 
bances in the earliest stage 


e 
3), there | en 

If, as Erikson points out (AE ag “th 

of proper care in the ian 

shall never trust that the rare y prone 

needs, and we shall be espe“ “ orie 


at 
of hope. As life goes on, FANE Tan 8 ay 


* Even those religions that be 
life, and thus would seem ee a sit’ po 
promoting fantasies, mà i amar til 
obviate the problem of X any case: * 
true for, say, Catholics. In A sistent 
scen, suicide rates do not © 
any religion. 
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loss, frustration and deprivation will be felt 

as Tepetitions of the earlier losses and thus will 

eund ee unusually severe. The suicide 

fee de "s riis terribly "entitled because he 

likely a dee , atd he is a person who is most 

iae E unusually hopeless and helpless 
ace of adversity. 

Paradoxically, the suicide has unusually 
ee with an unusually small chance of 
tds Eye ee (subjectively). The sui- 
when it ml a ont expecting deprivation and 
(e sete EE comes he is not surprised 
Without bg. to cause the failure goes 
hopeless y Then he feels helpless and 
seek wien, does not find it worth while to 
ho PE An because he feels he will fail 
even mo i4 hat he does. So he naturally gets 
Prived ES unsatisfied, feeling. unjustly de- 
the leve] e ang so on until he finally reaches 
O his feel; Jer sureide is a possible response 
in terms of of hopelessness and helplessness 
Much A obtaining gratification. of course, 
Until the mà can be going on unconsciously 
Cipitatin peu gets too great or a traumatic pre- 
tepressie dE (e.g. a loss) occurs, and the 
sies sn Is lifted. Life seems useless and fan- 

et Suicide emerge. 

gy. pi feni return to the issue of ego path- 
€Causc he er is to have a strong ego It 1$ 

"in the in been properly loved and cared 

innicoų irst year of life (see, for example, 
onj, ott 1965, ch. 4). I am not talking here 
La». ‘bout the capacity to trust and “hope. 

am Biss; give apacity to ais a P 
Ve talking about the kind of ego de- 


olo 


$ Spm 3 
involyeg |. that allows those ego functions 
Sr in reality-testing (e.g. delay of 


atificar 
to “cation, attention, memory, perception) 
hi sie and give the person the capability 
holds reality-testing. This statement 
` Confji Nether one accepts the existence of 
1939) 'et-free sphere of the ego (Hartmann, 
d Not. As Winnicott says, when 
i Weak "B the question of whether the ego 
he go, OF Strong, *the answer. . depends on 
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sesinin €pendence of the actual infant at the 
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pp. 56-7). If the ego is weak, reality-testing is 
impaired. Since one of the main functions 
of reality-testing is to provide us with what 
satisfactions are possible in this world, the 
person with a weak ego is more likely to receive 
fewer gratifications. 

To relate the above formulations to the 
suicide: he has a weak capacity for hope and 
a high potential for feelings of helplessness 
and hopelessness.* Further, the ego weakness 
stemming from the same early developmental 
era that is responsible for the above reinforces 
this sorry state of affairs by making it realis- 
tically difficult for him to achieve satisfactions 
(because his reality-testing is poor). To sum- 
marize, then, the suicide is predisposed to 
feel hopeless, and he is likely to reach a suicidal 
level of hopelessness at a stage of much less 
deprivation (subjectively experienced) than 
the non-suicidal person. Then the same ego 
weakness that made getting satisfactions in 
reality more difficult makes possible the break 
with reality that leads to suicide. 

The non-suicidal person may reach a realisti- 
cally rather hopeless state, but he is far less 
likely to suspend reality enough to feel that 
death is an answer. Further, his adequate 
reality-testing will ensure that it will be difficult 
for reality to seem so hopeless. And, if this 
still seems to occur, he is more likely not to 
feel so helpless and to find solutions in reality. 
Thus, to conclude this section, I tentatively 
hypothesize that the potential for suicide (both 
in terms of lack of hope and poor reality- 
testing) is laid down in the first developmental 
stage. (This conclusion is agreed with by many 
writers, e.g. Futterman, 1961; Lewin, 1961; 
Wahl, 1957.) 

Now let us return to the discussion of the 

sychology of suicide as a "magical act’ 
(Wahl, 1957). For this part of my discussion 


* [tis expected that the cultural variables will 
he hopeless reality conclusion, i.e. 
es will place greater "pressure on 
hin them, which groups will 
ety. The “pressured” 


contribute to tl 
different societi 
different groups wit 
vary from society to soci 
groups will be more prone to reach a hopeless 


reality conclusion. 
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I am nearly totally indebted to Schafer's 
theoretical exposition in Aspects of Inter- 
nalization (1968). 

First we shall return to the general psycho- 
logicalexposition laid down earlierinthe paper. 
We have seen that for the infant a thought is 
a reality. However, fantasies of satisfaction, 
although attempted, do not work and thus 
the human is motivated to seek to meet his 
needs in reality. Of course, fantasy works 
a little — it satisfies for the moment — but in the 
long run a hallucinated or fantasied breast 
does not fill the hungry child's stomach. Of 
course, even the best 'reality-tester' is at 
times frustrated and deprived in his search 
for gratifications in the real world. A typical 
reaction, then, is to turn to fantasy as a mo- 
mentary, pleasurable escape from the frustra- 


tions of the world (Freud, 1911). As Sandler 
& Nagera put it, 


Frustrating reality is known, but is temporarily 
put aside. This process, involving a knowledge of 
what is ‘real’ and what is ‘unreal’, can without 
difficulty be considered, from the structural point 
of view, as a function of the ego. It represents a 
technique whereby the ego temporarily avoids un- 
pleasure or disappointment by holding reality in 
abeyance [1963, p. 184]. 


However, I am hypothesizing that, because of 
ego weakness, the suicide is likely to ex- 
perience his fantasies as realities more often 
and more intensely than the average person. 
He regresses more often and more deeply, and 
his suicide is the final catastrophic merging of 
fantasy and reality. Let us now conceptualize 
this more formally. 

Schafer notes that representing wish-fulfil- 
ments in daydreams or fantasies gives the 
subject pleasure to the extent that there is 
a temporary or oscillary suspension of the 
subject’s reflective self-representations. 


The term reflective self-representation refers to 
the implicit or explicit notation accompanying 
realistic thought that it is thought (e.g. memory, 
perception, anticipation, etc.) and not concrete 
reality. When the subject suspends his reflective 
self-representations, he disappears as thinker and 
experiences his thoughts as though they were con- 
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i i 
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p. 109). 
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The importance of regression ! T reflective 
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x en a total susp cn 
testing. There is not even a tol susp 


reflective self-representations. s atium wil il 
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mechanism of the turning away ft ji and pe 
is found alike in daydreams, pt psychosis 
tortions of neurosis, perversions anc ps. 
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sidered to be phenomena emanating from the 
first developmental stage (cf. Geleerd, 1956; 
Lewin, 1961). 

Schafer notes that it is impossible to totally 
suspend reflective self-representations, a con- 
clusion that is absolutely necessary to the 
theory. As massively as the suicide turns from 
reality and experiences fantasies as real, he 
must still be sufficiently in touch with reality 
to be successful in taking his life. Admit- 
tedly, knowing that the wrist must be deeply 
cut, or that a certain number of sleeping pills 
is sufficient, for example, is not calling for 
a great deal of reality-testing; but some is 
required. The regression is piecemeal. While 
believing his fantasies, the suicide is still 
realistic enough to do the job right. 

In conclusion, this theory of suicide requires 
three conditions: first, there must be a hope- 
less reality conclusion; secondly, there must 
be an emergence of fantasies wherein death 
is seen as providing the gratifications that 
the world withholds — the suicide-promoting 
fantasy of after-pleasure;* thirdly, at the 
moment of the act, the reflective self-represen- 
tations must be so fluidly integrated as to make 
the suicide-promoting fantasies utterly be- 
lievable to the suicidal person. That is, the 
fantasies are allowed to take on strongly 
motivational properties, overriding all other 
fantasies and rational judgement. For suicide 
to have positive incentive value, the third 
condition is absolutely necessary. 
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ditions for the appearance of the suicide- 
»osed to the suicide-inhibiting) 
been explored. However, such 
pe of this paper. 
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Family myths used as defence in conjoint family therapy 


Bv JOHN BYNG-HALL* 


myth PSPer examines the role of the family 
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for him ms NUN conceptual formulations 
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, ame of reference. 
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“abacit Me reduce the family’s flexibility and 
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wee 3 Em myth represents a compromise 
mals B members so that each indi- 
pth: i are maintained through the 
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The term ‘myth’ has been used in a number 
of ways, some of which emphasize the creative 
enriching role of myths (Jung, 1951). As 
Ferreira points out, all families probably have 
and need their myths. This paper will, how- 
ever, concentrate on clinical situations where 
the quality or quantity of the mythology 
represents pathology. 

Ferreira considered that the myth’s function 
was to maintain homeostasis, but in his papers 
he did not describe in any detail either the 
factors that might disturb the family equi- 
librium or the origins of the myth. 

The present paper attempts to throw some 
light on how family myths are formed, and 
why. It also tries to indicate how the concept 
of family myth can be broadly related to 
psychodynamic theory and discusses some 
vs in which the idea provides a conceptual 
framework for therapeutic interventions 
during a family therapy session. 

The clinical background to the paper is the 
writer's experience in conjoint family therapy 
with, at the time of writing, some 50 families 
seen in a number of settings. He has also had 
secondhand experience of a slightly larger 
number of similar families through case 
conferences, family therapy workshops and 
by supervising other therapists. The designated 

atients were mostly adolescents, some of 
whom had been referred to an out-patient 
clinic, others to an in-patient adolescent unit. 
The clinical setting, but not the details of the 
family therapy techniques, within the ado- 
lescent unit have been described in a paper 
by Bruggen e/ al. (1973). Co-therapy has 
normally been used, and the length of treat- 
ment has varied from one meeting to two 
and the frequency of meetings varied 
week to once a month — usually 
ndividual meetings have lasted 


16-2 


years, 
from once à 
fortnightly. I 
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from one to one and a half hours (the present 
writer prefers the longer time). The diagnoses 
of the designated patients have included 
neurosis, personality disorder and psychosis. 


FAMILY ROLE IMAGES 


During a meeting the family conveys to the 
therapists a great deal about how they relate, 
how they see each other, and their feelings 
about what they see in each other. The various 
images and perceptions within the family are 
both numerous and highly complex, as Laing 
et al. (1966) indicated. The therapists may, 
however, be able to build up a picture of 
three patterns of images which are relevant 
to family myth: (i) ideal-self images - the 
behaviour towards which each strives or 
pressures others to adopt; (ii) the consensus 
role images — those roles that together they 
agree each actually occupies; individuals away 
from the family group may admit to secret 
reservations about the validity of these images, 
thus the consensus role images represent a 
group phenomenon; (iii) repudiated images — 
family members may be specific about these 
but they can often only be inferred from the 
rising anxiety, or the diversionary techniques 
which occur when certain topics are raised 
or sequences of interaction are initiated. The 
degree of vehemence or disgust with which 
the roles are denied or attributed to someone 
else can convey the quality of the repudiation. 
In other families, observable, often non-verbal, 
patterns of interaction occur of which they 
are unaware. 

Roles are not static attributes but are 
defined by the quality of interaction between 
people. The language of theatre can help to 
give the added dimension to describe the 
scene of a family group. The theatre as a 
model for family therapy has been discussed 
by Kantor & Hoffman (1966). They point 
out that the paradoxical and incompatible 
qualities of human relationships may be 
explored through the theatre. The therapists 
may observe these conflicting themes during 
a family meeting. Thus the family (consensus) 


J. BYNG-HALL 
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cur. 

E d. of collusion may become 
hasten sr hrough a marriage based on the 
denied = » simila split. The same split-olT, 
lying Sites 2 of themselves are seen as 
other and pai ithe home. Each idealizes the 
ormation m relationship. This leads toa 
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Stance, “we restricted relationship; for in- 
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marriages which are defending against un- 
resolved child-parent difficulties are likely to 
recruit children into major roles in the defen- 
sive system. Marital defences erected around 
difficulties in handling genital sexuality, vio- 
lence or leaving home are likely to be strained 
by adolescents whose own maturational prob- 
lems in these areas are brought into the 
family. 

A number of mechanisms are involved in 
recruiting offspring into roles in the parents’ 
inner worlds. Stierlin et al. (1971) showed 
how the parental assumptions about their 
adolescent's capacity for autonomy influences 
their offspring's actual ability to leave home. 
Shapiro (1969) used the term ‘delineation’ to 
describe the view or image that one person 
had of another. Defensive delineation by the 
parent resulted in a distortion of the parent's 
image of the adolescent. Shapiro showed that 
this can be related to the defensive organi- 
zation of the parent's character structure and 
his or her object relations. The defensive de- 
lineation of the adolescent by the parent 
defined and limited the adolescent and, 
Shapiro felt, contributed to the adolescent's 
disturbance. Although Shapiro discusses each 
parent's separate delineation of an adolescent, 
he did not discuss whether the parental de- 
fensive systems interlocked and, if so, how 
it affected the adolescent. If the hypothesis 
rrect, that the collusive marital defence 
have to incorporate the adolescent 
within it, then it may be expected that the 
parents’ defensive delineations could at times 
overlap, each reinforcing the other's impact 
on the adolescent. 

Where the parents’ marriage is based on 
mutual idealization, producing a ‘joint false 
self’, children may be linked to the marital 


collusion by processes of secondary identi- 
fication and projective identification (these 
concepts used in the way suggested by Rycroft, 
1968, p. 67). The adolescents can be required 
to confirm parental self-images by not 
damaging the basic integrity of the parental 
‘good’ internal objects which are being rein- 


forced by identification with ‘good’ children. 


is co 
system may 
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The reciprocal process of children identi- 
fying with parents is, of course, part of normal 
development, but it can also play a part in 
the mechanism of mutual idealization. Re- 
pudiated images are either projected out of 
the family or denied altogether. The family 
consensus image approaches its ideal image. 
This may lead to impoverished family life 
with family myths that give similar roles to 
all members, reflecting life styles such as: 
*we are a united/happy/peaceful/intellectual 
family’. To these families in which such a 
view of themselves is based on a capacity to 
enjoy this way of life but at the same time 
contain within it the angry conflictual aspects 
of family life - in other words those families 
that can tolerate ambivalence - the term 
"myth" would not be applicable. It would be 
appropriate, however, if the consensus script 
denied and hid the opposite feared or taboo 
drama, i.e. a disintegrated/unhappy/turbulent/ 
impulse-ridden family. 

This type of collusion tends to be brittle 
and its integrity depends on members both 
fitting the role assigned by adopting the family 
life-style sufficiently to reaffirm it, and by 
paying enough lip-service to sustain other 
members’ idealization of their self-images. 


The B. family 

The B.'s married on the basis of a shared view 
that their parents gave each of them a near 
perfect adolescence, despite intolerably difficult 
war conditions. They shared a feared inner drama 
that their fury about having been given no 
autonomy might break loose and shatter their 
precariously balanced families of origin. The 
couple set about providing a perfect upbringing 
for their children in a world which they felt was 
full of rebellious, unpleasani, badly brought up 
youths. Their boys, not surprisingly, found the 
role of ‘perfect’ adolescent, proof of ‘perfect’ 
upbringing impossible. They proceeded, with 
some relish, first one. then the other, to become 
the most unacceptable ‘yobs’, Hell's Angels, in 
the neighbourhood. It seems that they identified 
with the denigrated image of youth with which 
the family was so preoccupied and fascinated. 
When the family was seen as a group, the glints 
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in the parents’ eyes as some dastardly PNE 
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involved. . 
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i ino da oan project his own repressed, 

Rating eres while at the same time con- 

the leach B P els that he can tolerate. At 

for him ae ce family myth can preserve 

the fabric > eal object safe somewhere in 

family to loe the family. This allows the 
X Ive together. 


& The C. family 
Nude ani we ESO, had started threatening 
y her E io have gone mad 
Suicide, his sister i: C/^s mother had committed 
in adolescence si had had a psychotic breakdown 
and his father had been hospitalized 


Or ph » 
Obic states ; : 
anxiety, : states in middle age. The GP's greatest 
Y was “ther ^C d 
as whether Mrs C. would damage 
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brother 


violent fights she had with her. 
bit aroi of Angela's having always 
ihe, "Wi awkward than her good, bright 
Serious gj 3 o ` but that long before she showed 
Would Fa of disturbance, in family rows Mrs C. 
Mad ste ae and scream that Angela would go 
oF hep commit suicide. Angela was not told 
"late jor grandmother's: suicide and so 
he idea of suicide exclusively to herself. 


B d 

co 
re tes os family's views of itself presented in 
“ation aay Meeting on referral for hospital- 
and bag is that Angela was absolutely mad 
M very and that Derek was completely sane 
d bu in The latter fact was repeatedly 
me et E js which seemed strangely out of 
T Ne middle of a highly emotional 

he su 

ated Preoccupation with the children's roles 
Mite v Overshadow a similar parallel but 
xi Ponsipie " that mother was scatty and ir- 
the 4 E s sensible and responsible, the 
Mily. Su bsequent meetings revealed 
'as 


! MOrtigg:: 
cea isum involved in these views. Angela 
Seng En th ed, this showed vividly in meetings, 

a fre at times she emerged as the most 
om the family 


he hy wil disturbed and disturbing person. 
Qu, ho "ed = the family rose very high when 
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The marital collusive defence seemed to be 
for mother to accept the assumed role of 
‘scatty’, thus defining father as the sane one, 
in exchange for father assuming the role of 
nagging and efficient which defined mother 
as the easygoing, nice one. In this way father 
gained some respite from an inner family 
script in which he was the only one of his 
family of origin who had not (yet) gone mad 
or committed suicide (his father broke down 
at Mr C.'s present age). Mrs C. had, she 
felt, a vindictive, ruthlessly efficient, nagging 
mother whom she consciously rejected as a 
model, but her secret efficiency within the C. 
family revealed the depth of her identity with 
her mother. She was, however, consciously 
able to feel, "I am so muddly, I have to be 
organized by my husband, so unlike my 
mother who organized my father". Her anger, 
however, erupted whenever she was attacked. 
The story given indicated that when Mr and 
Mrs C. had rows, Mr C. had denigrated 
Mrs C. as ‘nutty’. The attack was deflected 
by Mrs C., with venom added, towards 
Angela by screaming that Angela would go 
mad or commit suicide. As this also fitted 
Mrs C.'s expectations for Angela, she was 
delineated, to use Shapiro's term, as mad by 
both parents. For mother to return the ac- 
cusation of ‘mad and suicidal’ to father 
would have broken the collusive family myth 
supporting father in the assumed role of 
reliable and sane. Father found further sup- 
port in this role image in confirming that 
sons can after all remain completely sane, 
like Derek. 

The family myth at referral was that the 
mother and daughter, but especially 
were mad, scatty and incompetent 
he males, father and son, who 
le and competent. The feared 
and hidden by this was 
ng deeply depressed and 
er being nagged by an 


females, 
daughter, 
in contrast to t 
were sane, sensib 
drama controlled 
of father becomi 
killing himself, aft 
efficient, dominating wife. 

There is some evidence to suggest that the 
adolescent's view of his parents is of funda- 
mental importance. When Scott er al. (1970) 
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examined the factors relating to whether 
hospitalized schizophrenics remained mainly 
in hospital or within their families over a 
two-year period, they found that the variable 
which separated these two groups was the 
designated patient’s view of his parents. If he 
violated the parental role image, seeing them 
as ‘sick’ while they saw themselves as ‘well’, 
the patient spent most of his time in hospital. 
If the parental role images concurred, both 
patient and parents viewing the parental role 
as ‘well’, the family remained intact. In family 
myth terms, it may be that all family members 
need to agree broadly with the role images of 
the myth. Those who do not may upset the 
homeostasis so much that they have to leave 
home. Angela indicated that she would no 
longer share the otherwise consensus view 
of herself as the only mad one. She shouted 
in a wild manner that her parents and Derek 
were mad. This merely confirmed in the eyes 
of the rest of the family the view of her as 
mad, but it may have also played an important 


part in the family’s wish to separate from 
her. 


STABILITY OF MYTHS 


Family mythology Tepresents a body of 
beliefs that the family has about itself and 
its members which has some stability con- 
ferred by having been repeatedly confirmed 
by family consensus over the years. It rep- 
resents the final compromise, necessary for 
staying together, between each individual's 
need to have himself seen by others in a 
particular light, plus the rest of the family 
seeming to provide the Supporting drama 
which gives substance to the image. Family 
homeostasis is maintained while each finds 
at least the minimal support that he needs 
within this fabric. 

In some families there are probably many 
layers of family myths, each related to par- 
ticular areas of family functioning, and 
providing each member with a part within 
the family scenes related to those tasks. 
Clearly some layers are more precarious than 
others, and the various changes occurring 
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m isi d each member's own repudi- 
"eod um feared or taboo, inner potential 
enact " help restrain members from 
M T jose roles overtly. 
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Pattivivar © t hose most anxious about entering 
ped jd to play counterpart roles to 
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Space does not allow for a detailed account 
of the therapist's verbal interventions or of 
how the transference may be interpreted. 
Another paper is required. A general indi- 
cation of the place of the myth in treatment 
will be given. 


Difficulties perceived as either inside the 
individual or within the family system 

A feature of family myths is that certain 
characteristics are often perceived as residing 
in particular individuals. One variant of this 
is that the problem, which may become 
further defined as the ‘illness’, is seen as 
residing only in one person. This can be seen 
as a type of family myth. This statement in 
turn reveals one of the drawbacks of the 
term ‘myth’, which may seem to imply "un- 
true’. Yet those adolescents or children 
arriving at the clinic who are defined as the 
patient by their families and referring medical 
agencies are usually highly disturbed and can 
be assigned to a diagnostic category. The idea 
of family myths, then, implies the use of 
roles and role images to hide other, even 
more disturbing, conflicts. Thus the word 
only becomes pivotal within the phrase "only 
in one person’. Families arriving at the clinic 
vary in their views of the designated patient 
from that of the ‘only’ problem to that of 
oviding the ticket of entry for 


the person pr 
P as defence 


the family. Families using myths : 
are probably more likely to see the patient 
2 roblem. 
i sito families chosen for family therapy 
confronts the family myth 
with his own view, embodied in the form of 
therapy offered, that in this family it is the 
family system which needs to change. Much 
of the early work of therapy deals with the 
feelings about this and establishes a thera- 
ien lliance with the whole family. The 
sn a disappointment of all family mem- 
acne dealt with. — 
icular members of the family 
e eie for different feelings 
br ds therapists. This reveals a lot 
— role structure of the family. The 
abo 


the therapist openly 


bers must be 


246 


adolescent may express the anger openly by 
stating that he never wanted to come anyway, 
and is certainly not going to come again. The 
parents protest that they want to come. It 
may take most of the session to clarify that, 
at another level, the adolescent is furious 
that he was not seen on his own and hence 
given the major share, and that his parents 
never wanted to be involved therapeutically. 
If this work is not done, the adolescent, 
secretly supported by his parents, may opt 
out of treatment. The family can sometimes 
impose their myth model on the therapist, 
despite whatever the therapist does. He is 
seen by them as playing the role of psychiatrist 
to the adolescent, confirming the patient role. 
After months of treatment, during which the 
parents seem to accept the family focus, 
father’s admiring glances at the therapist 
revealed ‘isn’t he so clever doing it this way 
to give James the impression that he is not 
mad’. The ‘myth’ cannot be dropped until 
the parents’ anxieties about their own sanity 
have been dealt with. 

A number of effects are produced if the 
therapist, right from the first session, stops 
the meeting at times to clarify what has just 
been happening between family members, and 
its consequences. First, it gives the therapist 
some breathing space. Secondly, it indicates 
to the family that it is their relationships 
which are the focus of the therapeutic effort. 
Thirdly, it gives the family a research model 
of pausing to think about the consequences 
of its actions. Patterns of interaction which 
clarify the role of the adolescent as "the 
problem" can be particularly fruitful. The 
adolescent may, for instance, become tiresome 
at the moment that parents seem to be about 
to disagree, thereby drawing attention to him- 
Self and making sure that they unite in 
tackling his problem. 

Polarization within the family 


Family members may polarize 


: around tasks 
at home or in th 


| in the group. This may represent 
a manifestation of family myth roles. A useful 


technique is to explore the service that each 
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exchanged a secret glance with the co-thera- 
pist which indicated, “What can you do with 
a dumb clot like this?” The co-therapist was 
able to show the family how the ‘speechless’ 
therapist was being isolated as "the problem" 
by non-verbal agreement between the rest, 
which he was not allowed to see, and hence 
to combat. 

Co-therapists often find that they re-enact 
a family myth. So many taboo topics seem 
to relate to what men and women do to 
each other and how children intrude, that 
having a male and a female therapist seems 
most appropriate. They can also represent 
grandparents in the transference. 


The E. family 


A male therapist found that he was being 
treated as if he was very delicate. The family 
became concerned about a sore elbow w hich he 
was assumed to have because he was holding it. 
But he also sensed at another level that anything 
he said or did was treated as if it was potentially 
hurtful to his woman co-therapist. He found 
himself almost making an interpretation which 
undermined his co-therapist. He felt 
nily but paradoxically treated 
This led, after 
under- 


would have 
protected by the fan 
as highly competent by them. 
examining the contradictions, to an 
standing of the familv myth that women are 
highly competent and tough, and men and boys 
weak and sickly. The teenage son had been 
referred with ‘an illness", thought to be a brain 
tumour by mother. The taboo topic was mother's 
cancer, which had been operated on before the 
marriage, and the real fear was of women 
becoming weak and dying, especially if ill-treated 
by rough men. 


"Qn another oceasion the woman therapist 


ined to her co-therapist before a session 
d to be developing flu. When the 
oom the male therapist 
ad of remain- 


complz 
that she seeme 
family came into the ri 
sat down almost immediately, inste: 
ing standing until the familv started to sit. which 
is what the female therapist did. and which he 
usually did. This led the family to concentrate 
its concern and attention on the male therapist's 
health. The mother's probing questions were felt 
to be attacking. rather than caring. by him. This 
helped to clarify how the teenage son first invited 
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concern about his health and then felt attacked, 
which indeed he was, by having all the sickness 
* dumped" on to him. Later it transpired that 
the woman therapist had been developing only 
a mild cold and that the male therapist had not 
been aware of the significance of his sitting down 
early. It seemed then that the therapists had 
somehow picked up the family's acute anxiety 
about any illness in women, and how the men 
were used to divert anxiety away from this. 


Although it may be important to be able 
to experience, and hence know, the role as- 
signed by the family, often by becoming 
identified with one of the family members 
either past or present, it is even more im- 
portant that the therapist then disentangles 
himself from such a role, otherwise he will 
just become swallowed up by the family 
system. Disturbed families have an amazing 
capacity to induce collusive denial systems 
between the therapists themselves. It often 
emerges that the family seems to latch on to 
the therapist's particular blind-spots, which 
in itself provides an interesting comment on 
the natural history of collusive Systems. Thera- 
pists, whether they like it or not, are often 
used as role models. For the therapists to 
become involved in the family mythology 
closely enough to be felt to be almost part of 
it, but to maintain the capacity to break out 
of the collusions, can, it may be argued, 
provide a major avenue for change. Inertia 
occurs when therapists become involved in 
collusions of which they remain unaware. 
Therapists who imagine that they can remain 
detached are likely to fall into this trap. 

One danger is for the therapist to ally him- 
self with the adolescent, against the parents, 
seeing the adolescent as merely victim. This 
deprives the adolescent of his most valuable 
asset, which is his ability, and need, to take 
responsibility for what he puts into the family 
system. If he sees his parents as responsible, 
and can use the therapist as a model to 
Support this view, then his grievance is 

Justified. He can then concentrate his psychic 
energy on attacking the rest of the family, 
Who are then much more likely to need to 
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The best "way of enabling the thee 
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working through between the n pu 
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the setting of a discussion group ot ionships 
therapists. Co-therapy teamwork! e T apet 
in family therapy are discussed in à | 
Rubinstein & Weiner (1967). 


rapist of 
family 
n an 


DISCUSSION 


The significance of the idea ire K 
rests partly on the importance yd yit on its 
menon in its own right, and aci s 
position as a bridging concept ve theory 
choanalytic psychology and seii jon 

Ferreira (1972, personal com jt usefl ia 
still finds the family myth conei a jt ame 
therapy. He has not, however: © op, ue 
nable to research techniques. : si e scoP 
the present restatement will p 
for operational definitions. Jing and 

Beels & Ferber (1969), obscrV 9 «fi 


th 


: merical ce” 
paring many well-known : who co nat 
therapists, noticed that thos' nsidered yet? 
trated on systems theory p pists ts 
psychoanalytically orientated ic craf rg 

H B ne 
unscientific; the psychody vrist om? 


: ns 
considered that the syste? pave 


š d ints 
naive. Perhaps both viewp "S 
validity. adi al 
^ ; rm [ah 
Family myths bring fo ent et 
y y conti f 


together; when intrapsychic roduc?’ M " 
interpersonal interaction A im cept”, 
the system of role images- sona e nm, 
be examined through interPer™ by? " go 
tests done separately, follow" c ily 
record completed within 4 


Family myths in family therapy 


zm id be explored clinically and 
Sh projective testing. 
wee myths can be related directly 
the faitly m. ang painful experiences within 
irs ge readily than can unconscious 
fantasy its " the other hand, unconscious 
with the J clearly articulates in some way 
hidden tee taboo or feared drama 
family sa hence perhaps perpetuated, by 
óne Drido bevy Family myths may provide 
fantasy, ? : — life events and unconscious 
inquiry. potentially fruitful source of 
Es Palle is correct that consensus 
together Mim n needed for families to live 
or ieee a has important implications 
One fte with families who are extruding 
reality-based. To establish a new, more 
* task than consensus may be more urgent 
Teak up of M elucidate the nature of the 
Srey the old consensus. 
Or bei with an adolescent referred 
ason ^w zation (Bruggen et al., 1973) the 
by all wi r admission has to be understood 
55 that ee a family group. What emerges 
Sliding i only reasons which everyone, 1n- 
agree Ben professionals, can understand and 
ing ait are in terms of the parents not 
at home Te cope or manage the adolescent 
à new, 1 his painful piece of reality provides 
than 655 fantasy-prone, focus of attention 
* re ien ‘mental illness’. Parents may be 
p gjer © accept the role image of ‘cannot 
Vhic " needing a rest’ than that of ‘crazy 5 
towang, 7 are forced to direct exclusively 
the child. The details of the family 
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psychopathology emerge later, but this ap- 
proach can lead to some adolescents avoiding 
hospitalization, and it provides a basis Tor 
reunion for those who are admitted; the 
family can agree when parents can cope again 
and when the adolescent is manageable once 
more. 

The main objection to the use of the con- 
cept of family myth is that the term "myth" 
means many things to many people. The 
writer has considered numerous other words 
or phrases which could be used instead, such 
as family beliefs, credo, role expectations or 
collusive defence. 

The rich and varied usage given to myth, 
however, enables it to encompass more aspects 
of the clinical phenomenon: its legendary or 
historical component, the support given 
through the explanations it offers; but also 
its drawbacks because it is a commonly held 
belief that is untrue. Using a new term would 


mean burdening the literature with more 


jargon. 

Ultimately, the justification for using the 
idea of family myth will depend on any 
understanding that it offers and on future 


research findings. 
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Initial expectations and outcome 


By H. J. TOLLINTON* 


ra ETATIS part of the relief from distress 
therapy ecd i patients treated by psycho- 
i$ now well es 2 due to non-specific factors 
the eee a (Frank, 1961). What 
factors Ania underlying these non-specific 
CD ea is not certain. Goldstein 
response dmm that part of the non-specific 
expectations , due to the interaction of the 
asis Fens si patient and therapist. On the 
that a eee indirect evidence, he argued 
Certain set 2 enters psychotherapy with a 
Tesult from " es deta iin about what will 
Petience mI experience, the type of ex- 
Similar], ils 3 will be, and its duration: 
With à pn "i therapist. undertook treatment 
Stites - expectations about the course 
SUgeesteg Me. The final outcome, Goldstein 
Utual du depended to an extent on the 
here (n ngruence of these expectations. 
Woulg i: Sy differed radically, treatment 
re eet prematurely or fail. 
a -SY coincided, it would issue success- 
ite hei part of his argument was that 
tha unge tS expectations must be realistic, 
loy ex iie expectations were an aspect of 
Was relia aeti, and that the final result 
ü Thus eise of the initial expectations. 
«lat sym oldstein & Shipman (1961) found 
quu Plomatic improvement during the 
Meet, pao notherapeutic relationship was 
b Ea to the patient's expectations 
N Marg pan with therapy. Lipkin (1954). 
n IPcan (1 ernstein (1960) and Uhlenhuth & 
Sra 968) found, in subsequent psycho- 


i anticipations. Finally, Friedman 


ri Onsul 7 : M 
Nees, i Psychiatrist, Churchill Clinic, 
*Xandra Hospital, Harlow (formerly 


gre 2 i : 
Bae pours Centre, St George $ Hospital, 


(1963) found that the prognostic anticipations 
of routine psychiatric out-patients referred 
to teaching hospitals in London and Balti- 
more were directly related to the improve- 
ment obtained at the end of the initial con- 
sultation. Against this is to be set the failure 
of Brady er al. (1960) to find any relationship 
between expectation, measured on a TAT-like 
projective test and by an open-ended question- 
naire, and therapists? rating of outcome ina 
large group of hospitalized patients. with 
mixed diagnoses. Also, Goldstein (1960) failed 
to find any relationships between expectations 
of personality change and outcome measured 
by self-ideal-self discrepancy on a Q-sort. 
Lastly, Goldstein & Shipman (1961) found a 
curvilinear relationship between expectations 
and outcome and suggested that the explan- 
ation for this might be that patients with 
weak egos might have unrealistic expectations 
— too high or too low (Sears, 1940; Eysenck, 
1947) - and that realistic expectations were 
moderate. Friedman, on the other hand, found 
no evidence of curvilinearity, and suggested 
that Goldstein & Shipman’s results were due 
to their use, in measuring expectations, of 
raw symptom scores rather than scores 
adjusted for degree of initial distress. None 
of these authors report a direct measure of 


ego strength. 


“It is difficult to be certain of the explanation 


of these discrepancies. The techniques of 
measurement, the changes investi- 
the initial population all differed 

did the experiences that the 


expectation 
gated and 
greatly, as 


patients underwent. —— Nu" 

Subsequent investigations of patients. an- 
ticipations have concentrated on attempting 
to alter patients expectations towards more 
realistic assessments of the likely process in 
front of them and have shown a degree of 
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benefit obtained from the effort expended but 
have not shed direct light on the ares 
raised by Goldstein (Orne & Wender, 1968; 
Sloane et al., 1970). A further difficulty in 
assessing these results lies in the question of 
the meaning of the correlations observed. In 
general, they may be interpreted in terms of 
changes in a patient's experience. of distress, 
or as a change in the patient's willingness to 
report distress. The first interpretation is 
favoured by Goldstein, who discusses the 
changes that occur in terms of a patient's 
aspirations, and the second is discussed by 
Friedman, who attempted an explanation in 
terms of cognitive dissonance. A more radical 
interpretation of the second kind might be 
provided by sensory decision theory (Clark, 
1969). The present study tried to shed further 
light on the issue of the effect of patients' 


prognostic expectations on the initial outcome 
of treatment. 


METHOD 


The investigation is in two parts, the first being 
an attempt to repeat Goldstein & Shipman's and 
Friedman's results, and the second a further 
exploration of these issues in a setting closer to 
psychotherapy than a single initial consultation. 
Establishing a difference between the predictions 
derived from the three possible theories of the 
level at which the changes recorded occur would 
depend on the development of a technique for 
distinguishing between distress as experienced 
and as reported. At present there is no reliable 
method of doing this directly, and so an indirect 
measure was used. The Middlesex Hospital 
Questionnaire, which depends on a simple count 
of symptoms reported, was administered at the 
initial and final stages of the study. It was 
assumed that this would provide a more accurate 
measure of change of subjective experience, on 
the ground that the context of completion of the 
test only involved a statement of an experience, 
While the context of the dist 
included a 
(and the se 


Tess questionnaire 
prior personal commitment to change 
tting up of a possible dissonance force 
as argued by Friedman); a change in the degree 
of relationship between the two scores after a 
month would suggest a change of willingness to 
report distress, the result of either a resolution of 
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ip ental forces 
eS è inm 7 e environmen 
cognitive dissonance, or the en 


invoked by sensory decision theory. 


Part | 


Consecutive out-patients pru eran had 
general hospital out-patient rear nor 
never had any previous Ls rae = organic 
were suffering from either BAr capable of 
psychosis, and who were c apa Mn to con 
understanding the questions, ae : 
plete a series of questionnaires (Ei 


eparate 


men 
:einitial appoint 
secretary who had made their initial api arrange 
After the psychiatric consultation, à de. the 


at hë cen ma á 
ments for further contact had mech questio" 
secretary asked them to fill in à u 


naire (IIT). 


Questionnaires 

(I) The first series consiste 
Personality Inventory, form pa a short 25 
part Symptom Inventory: this we tionnaire the 
sheet based on the distress Lip projec +954): 
oped in the psychotherapy Ed er als ! $ 
Johns Hopkins Hospital (Pa E 
The first part asked the pr 
point scale how much he "hà last wee 2 
series of symptoms during isti the form ea in 
second part asked him to comp xpected ! NT 
this time how he confidently 9l »ost- inte , 
one month’s time. The E the su J oal 
questionnaire (IIT) again p 
rate the same symptoms On * 
but as to how he felt now. 


a 
45-ite™ 


gai 


P 
Part 2 re 


In this, consecutive, — me 
psychiatric patients rn V NR. 
community (Crocket, 196 A d 
given a more extended ii af week!) 
(IV-VI); they were then as “al dt 
about their distress level y ; 
month some of the adeo i 
repeated. During the first : A 
were asked to complete dois : 
1970) (IV), the Middlesex ott Ls 
(Crown & Crisp, 1966; Cr tatio oot i 
and a similar distress : 
naire, using the same 25 symp ot i fou ad ) 
including a further set o i joyin n 
all a 38-item list, again "t vn.^ 
rating scale for each ques «tion 
each week the distress que 
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anda 

pem "y end of the month both the Middlesex 

rene Questionnaire (V) and the distress and 
ation questionnaire ( VI) were repeated. 


Scoring 


I. 
eps gu Personality: Inventory was 
greater than ite E; patients giving an L score 
IL nm ie ES discarded. . 
expectation I. The distress questionaires and 
single raw sima d were scored to give a 
Symptom: 0 iis by adding the scores for each 
: 0, ‘not suffered at all’; 1, ‘suffered a 


little’. 5 
lop 57 Suffered moderately’; 3, ‘suffered a 


Iv, 
igap ee gives 16 lower level scores 
lectual mie an ego strength score and an intel- 
Scores en Score) from which two higher level 
Version) c. nxiety) and II (Extraversion-Intro- 
TE can be calculated. 
Six Prima ddlesex Hospital Questionnaire gives 
ized Seo, Y scores and from these the standard- 
res (Crown er al., 1970) and a total 


dist 
ress 
SS Score cg i 

Te can be derived. 


Hypo, theses 


The, 

expectari Were guided by the suggestion that 
s © Weakne were related to outcome and that 

arr ees dissipated this relationship. 
Mount of A) Initial expectations are related to 
Nsultatio improvement obtained during initial 
Ment th ^. (B) The expectations of improve 
3S eloge, 05€ higher N scores are not confirmed 

Pay; 2 95 those with lower N scores. 
oe Initial expectations are related to 
$e the He after the first week (Ci) and at the 
P. ego rst month (Cii). (Di) Low factor € 
m imation ar 8th) will be associated with less 
asso, ins, qo tations than higher C scores. 
iie With td I scores will similarly be 
igni Wer fet ess confirmation of expectations 
lati Cant ch Or [ scores. (E) There will be no 
; 2n etw ange after a month in the col 
"d and th the Middlesex Hospital Ques- 
ion win is distress questionnaire, 1e the 
€ within 10-1. 


RESULTS 


à RN Patients met the selection criteria 

“ted the forms. There were three 
t ne Patients who were otherwise 
, 9n the ground that the expecta- 
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tion question could only be answered after 
the interview: for the other two it is not 
known why. The mean distress, expectation 
and improvement scores are presented in 
Table 1, together with the standard deviation 
and similar figures for N and E. Table 2 is a 
table of correlations bearing on hypotheses 
A and B, with significance levels. 

Part 2. Table 3 presents similar data to 
Table 1, but for the patients who stayed in 
treatment over the whole month. In all, over 
a six-month period, 23 patients who met the 
criteria for the study stayed more than a 
month; a further seven patients from a sub- 
sequent more extensive study were also 
included, making a total of 30 patients. 

Table 4 presents similar data to Table 2, 
but for the 30 patients in the therapeutic 
community for a month or more. 


Table 1. Age, distress, improvement and N and 
E scores from Eysenck Personality Inventory 


of 56 psychiatric out-patients 


Mean S.D. 
Age 35:7 £113 
Distress 26:7 3 13:5 
Improvement 14:9 +130 
N 15:6 +38 
E 11-2 t35 


Table 2. Correlations between initial aspira- 
tions and relief, distress and relief, and neuro- 


ticism and expectation-outcome discrepancy in 


56 psychiatric out-patients 
rt Partial r 
Aspiration and relief after 0-63** — 0:62** 
clinical interview 
Distress and relief after 
clinical interview 
Neuroticism and expecta- 
tion-outcome discrepancy 


0:72** 


038** 022 


xe P< 0:01. 
+ Pearson pro 
Partial corre 


duct-moment correlation. 
lation coefficient calculated with 
nt, in order to allow for the 


ta 
: s held cons de à . 
mere n between initial distress, and aspira- 
corre 
me. 
." < and outco’ 
tions MPS 46 
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Table 3. Age, initial distress, relief after one 
week and four weeks, and factors C, I and H 
or 30 patients treated in a psychotherapeutic 
community 


Mean 


S.D. 
Age 28:6 x89 
Distress 46:3 £185 
Improvement at 

One week 54 z12:5 

One month 12:4 +179 
Factor C 31 1:7 
Factor I 80 +19 
Factor II 48 tl4 


Table 4. Correlations between initial aspira- 
tions and relief, distress and relief, and factors 
C and I and the expectation-outcome dis- 
crepancy in 30 in-patients 


rt Partial rt 
Aspiration and relief 
After one week 061** — Q44** 
After one month 0:59** — Q.53** 
Initial distress and relief 
After one week 0:44** 
After one month 0:38* 
Factor C and expectation- 0-17 
outcome discrepancy 
Factor I and expectation- 
outcome discrepancy 
At one week 0:24 0:18 
At one month 045** — 0.3) #* 
Distress measured by total 
standardized distress score 
of Middlesex Hospital 
Questionnaire and by 
distress questionnaire 
On admission 0:70** 
At one month 0:73** 
* P < 0-05 level. ** p 0-01. 


* Pearson product-moment correlation. 

+ Partial correlation coefficient calcul 
distress held constant in order to allo 
correlation of initial distress with i 
tions and with relief. 


ated with 
w for the 
nitial aspira- 


These tables show that the su 
expectations were related to out 


two different populations was c 


ggestion that 
come in these 
onfirmed. 
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i ere 
Initial expectations w 


obtained during 
sug- 


Hypothesis A. 
related to improvement wes 
initial consultation ( — 47). There is - x 
gestion. of a curvilinear relations Pa = 
examining the scatter diagrams; tern 4 
the degree of initial distress by ei affect 
partial correlation coefficient did n 
this association. - 

Hypothesis B. The correlations sugg be 
trend in the direction of an assoc! confirm 
tween neuroticism and failure ix teet 
expectations but not at an accepta 
significance. 


st à 


Part 2 


In all, 30 patients met the mp 
and stayed for a month or anser sco! 
distress, expectation and AS i with the 
are presented in Table 3, deg iddles?? 
range, and similar figures for me e 
Hospital Questionnaire, € s m 
strength) scores, and factors ulations: i 
16 PF. Comparing the two Pd A js 
out-patients and those wine > del the on 
in the community, suggests ne distr 
patients thought themselves apt o 
than those entering a psychotheraf^ ^ 


criteri 
meal 


ic 
ade al 


«ad. 

an 

ni 

x " st be ma - oc 
munity (comparisons must 


nent dist! om 
for the fact that the out-patie! LG ymp! 


measured about two-thirds am . they NT 
in the in-patient distress i^ uring 
obtained more improveme! than d 
course of the initial interviews in à 
who stayed during à month 
therapeutic community. f 
Both out-patients and : f extra V^ y quc 
have an even sprinkling © an N ane agi 
introverted scores and the ae ] 
I scores are about one po s 
away from that found 1n dh 
lation (Eysenck & Eyse? 
et al., 1970). sults © a get 
Table 4 presents the ^ e ourtl! C 
the first week and after m pe 
those who stayed four a obt?! seo 
paring these results with t 3j ther“ "d 
the out-patients (Table - he 1 
gencral similarity betwee? 


it 
ommunl y ted í 
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sip of patients. Nevertheless, the 

MBisoden. run completely parallel. 
related to 2 C. Initial expectations were 
first week Pais both at the end of the 
» Ci, and at the end of the fourth 


Week, Cii : 

initia] En This relationship holds when 
i m à 

tialling Stress is partialled out and the par- 


Initial esl VRDSEISEOSS suggests that the 
t0 the Cie ee considerably less 
expectatione" hee the factor measured by 
pothesis p y the fourth week. 
S RA Low C scores (ego strength) 
Ignificantly related to expectation 
Or o uiscrepancy Di, either at one week 
Scores "es Weeks. However, high factor I 
Tepancy A significantly related to this dis- 
1 mA the fourth week Dii. 
distress ns E. The correlation between the 
Pital ucreStionnaire and Middlesex Hos- 
"d go, olifag is almost identical at the 
€ month to that found initially. 


The Discussion 

mai 

$ tin p - 

ae tions result supports Goldstein s (1962) 
Pati of an important relation between 


n enfe e. 
and LAS ini 


. have ye Xperience of change would seem 
fae at "s reflected in the questionnaire 
ME the T than a change of set in com- 
y Sasu, Os (hypothesis E). Finally, 
the Beestion that the factors measured 
inj; A d i Hen questionnaire are as im- 
Sl Oute Ot more so, in determining the 
Nitigy Me than the factors measured by 
NM irs questionnaire. 
tein t ns and €ar relationship between €X- 
th as not Outcome postulated by Gold- 
a. Golds apparent from these n 
Spira; lein & Shipman (1961) aske 
"Ose Seen Over six months, in contrast 
NS qu in the present study, and the 
Sd mon "ierval involved may have 
"i *ineg "e unrealistic aspirations to be 
tio, Nor was the trend towards 2 
°F this relationship in those with 
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low ego strength as measured by factor C 
(ego strength) of the 16PF significant. 
Similarly, the more general factor of neuro- 
ticism did not show a significant relationship 
to the expectation outcome discrepancy in the 
single out-patient interview, nor by the end 
of the first week in the community. However, 
a definite trend in this direction is apparent 
by the end of a first month of treatment in the 
psychotherapeutic community. 

Comparing these results with those found 
in similar studies shows the same overall 
degree of relationship between expectation 
and outcome, and suggests that generalization 
based on the events during the initial inter- 
view to more long-term effects of non-specific 
factors within the psychotherapeutic process 
is probably valid along some dimensions, but 
clearly others may take time to develop, and 
vet others appear only with populations con- 
sisting of certain diagnostic or personality 
patterns. — 

Speculating D 
process respons! 


about the possible underlying 
ble for this phenomenon, 
Goldstein invoked the concept of level of 
aspiration (Lewin ef al., 1944) and its possible 
mediation of the affect of hope, or achieve- 
ment motivation (Atkinson, 1957; De Charms, 
1968): thus those who were able to hope for 
considerable improvement in the face of ill- 
ness, when interacting with the symbols of 
healing. obtained relief of their distress, 
whereas those without hope were ns dps 
by the symbolic nature of the experiences 
nd rgone. A similar argument Is developed 
5. 5 ank (1961) to account for the relation- 
y nisi distress and outcome. 
E se arguments treat distress (or the need 
tor relief from distress) and prognostic aspira- 
i measures of inner processes within 
iier e: that are accessible to external 
the pe? 


bolic interaction. An alternative view, 
— a more molecular level of analysis, 
i ate a secondary, adaptive role 
(Helson, 1964) in which they 
ptive response to the 
in this context, includes 


17-5 
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Neither view necessarily excludes the other, 
but they emphasize different aspects and 
levels of a postulated causal sequence, none 
of which has been tied down by empirical 
research. 


SUMMARY 


The possible relationship between expectations 
and outcome in neurotic patients undergoing 
psychotherapy was investigated in two groups of 
patients. The first group consisted of 56 patients 
attending two general psychiatric out-patient 
clinics. Measures of distress were given to the 
patient before and after the initial psychiatric 
consultation together with a measure of prog- 
nostic aspiration and a personality inventory. 
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The second group were 30 admissions to a psycho- 
therapeutic community who completed a similar 
set of distress, aspiration and personality ques- 
tionnaires on admission and again after a month’s 
time. The main result confirmed the hypotheses, 
derived from the literature, that there was a sig- 
nificant relationship between expectations and 
outcome that appeared in the early stages of 
treatment but which tended to be dissipated over 
time by the effects of neuroticism. 
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Dracula and surgically induced trauma in children 


By SEYMOUR SHUSTER* 


The first portion of this paper is intended to 
show that a connexion probably exists be- 
tween the horror story Dracula and surgically 
induced trauma experienced by its author as 
a child. In the second portion of this paper 
I will try to draw some practical inferences from 
the work I have done. 

In a personal communication with Anna 
Freud, the author expressed his belief that 
a connexion existed between the creation of 
Monsters like the Frankenstein monster, 
Dracula, and Dr Jekyll's evil counterpart, Mr 
Hyde, and surgically induced trauma. In her 
reply, Miss Freud expressed fairly strong 
agreement with the author and added: 


I think that, probably, it is not the surgical ex- 
Perience as such which creates the ‘horror’, 
but rather this experience as it is understood and 
distorted by fantasies of assault and misunder- 
Standings of adult sexual life, as they are found in 
every child's mind. The surgical trauma then lends 
reality to impressions which before had a place in 
Imagination only. Whenever we have to prepare 
a child for a surgical experience, we find that the 
Breatest difficulty is to keep the event down to its 
real’ significance. The extraction of a tooth, the 
removal of tonsils or of an appendix would not 
eso frightening in itself. They become horrifying 
When the child's imagination turns them into am- 
Putation, castration, annihilation, etc., i.e. into 
rangers which existed previously as threats In 
MS conscious or unconscious mind. 


Extending Miss Freud's reasoning à bit, I 
Would like to add that I think that when a child 
"as been frightened by a doctor during an 
*Xamination, innoculation or operation, an 
p Portant part of that child's fear lies in p 
üntasy that the doctor has been a loser in 
the Sexual-aggressive battles of the primal 
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bedroom (i.e. he is empty or castrated), has 
become ‘mad’, and is seeking to alleviate his 
misery either by castrating the child or by 
emptying his body of its content. If this belief 
be true, then it probably provides the main 
reason for the chronic appearance of that 
hardy perennial of the fictional horror story, 
"the mad doctor’. 

We will be concerned with the origin of the 
horror story Dracula, which was inspired by 
a nightmare experienced by its author, Bram 
Stoker (1847-1912), when he was 48 years of 
age. I suggest that the nightmare resulted from 
the emergence of long-repressed anxiety relat- 
ing to the author's childhood experiences 
with doctors- I suggest that the character 
Stoker came to call * Dracula’ basically repre- 
sents a child's perception of the surgeon who 
operates upon him. 

In the period of Stoker's life in which we are 
most interested (1850-55) surgery was rela- 
tively rare. Ailments that today might be 
treated with drugs or by surgery were, in those 
days, often treated by blood-letting. However, 
I believe and intend to show that the quality 
of the terror evoked in a child by either blood- 
letting or surgery is similar and I think it 
matters little as to which procedure Stoker 
was subjected. 

According to Katan, many child psychia- 
trists know that when a child has been 
frightened during examination by a doctor, 
he will soon after suggest playing *doctor’ 
with a friend. Only now, he will reverse the 
role. He will be the doctor and try to make the 
other child feel the anxiety he had just suf- 
fered (Katan, 1962, p. 476). Essentially, I 
believe Bram Stoker was doing just this when 
he wrote Dracula. 

Dracula was inspired by a nightmare about 
‘a master vampire at work’ and I shall treat 
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Stoker's writings on the events that take place 
in Dracula's castle as if these writings were 
Stoker’s free associations to this nightmare. 
The literature is replete with papers warning 
of the dangers of severe, often long-lasting, 
emotional trauma that can be induced in 
children bya hospital/anaesthesiological/surgi- 
cal experience. Menninger (1934) provided 
the earliest note of caution I can find on the 
acute danger of medically induced emotional 
trauma in children when he wrote: 
Certainly there is nothing in the practice of medi- 
cine so barbarous and so fraught with psychologi- 
cal danger as the prevalent custom of takinga child 
into a strange white room, surrounding him with 
white garbed strangers, exhibiting queer para- 
phernalia and glittering knives and at the height 
of his consternation pressing an ether cone over 
his face and telling him to breathe deeply. The 
anxiety stimulated by such horrors is probably 


never surpassed in the child’s subsequent life (1934, 
p. 173]. 


The subsequent papers of Pearson (1941), 
Levy (1945), Jackson (1951), Freud (1952), 
Jessner et al. (1952), Eckenhoff (1953) and 
Lipton (1962), among others, have supplied 
convincing evidence to attest to the accuracy 
of Menninger's words. 

Surely, one of the most common defences, 
both short-term and to a lesser degree long- 
term, aroused by traumatic surgery is identi- 
fication with the doctor. Katan made this 
abundantly clear on the short-term level with 
his remarks about children playing ‘doctor’. 
Miller (1951) reported on a man of 26 who 
underwent tonsillectomy at the age of five. 
Because of his identification with the surgeon, 
the patient suffered from a very distressing 
fear that some day he would knife his wife 
and small daughter. 

I can cite other instances of long-term, 
active identification with the surgeon and 
I believe that it is not an unusual phenomenon. 
Hence I contend that Bram Stoker combined 
his literary talent with his active identification 
with the surgeon, became a ‘literary doctor’, 


and produced one of the most terrifying novels 
ever written. 
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A paper by Buxbaum (1941) encompasses 
almost all the ideas I have expressed so far and 
presents them as a unified whole in a single 
case history. The paper concerns the analysis 
of a 12-year-old boy who was taken to 2 
therapist because he suffered extreme anxiety 
and was unable to study. The child's symptoms 
were found to be related to two instances pl 
surgically induced. trauma that occurred uA 
the ages of five and six. The trauma had > 
riddled the boy with anxiety that he simply ha 
no time to study or do his homework. In an 
effort to alleviate his anxiety, the boy de- 
veloped a compulsion to read detective-horror 
stories, hoping to externalize his terror, ua 
by making it easier for him to deal with it 
Buxbaum described the boy as ‘an addict who 
is afraid of going to pieces" when deprived n 
his required detective-horror stories. a 
shows how the surgically induced trauma ac 
woven itself into the overall fabric of the e 
psychosexual life, tying together his pert 
feelings towards his family, his feelings a ; bis 
masturbation, and encompassing à fear o ally 
mother's epileptic condition. The a op 
induced trauma had greatly reinforced all i 
problem areas in his fantasy life. I behere : 
same thing happened to Bram Stoker dm 
instead of developing a compulsion io n to 
horror stories, he developed à compulslo 
write them. 


BnAM STOKER i 
ut the childhoo 
T) wentiet 
g bio- 


Very little is known abo 
of Bram Stoker. From the book ^ 
Century Authors there is the followin 
graphical information about Stoker. 


; pest 
" ; , writer: 
British novelist and miscellaneous " m 


remembered as the author of Dracula, WS ae 
Abraham Stoker in Dublin, the secon 
Abraham and Charlotte Matilda Blake bow 
Stoker. He had a sickly childhood being wets jl- 
stand upright until the age of gom 

ness, he said later, made him tho En ong iong 
thoughts of youth, in this case, were su 

thoughts that they led to i p story 
probably the bes plood-curdling bee al dim 
the language, when he was fifty.) 
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Stoker outgrew so thoroughly that he was the 
athletic champion of Dublin University, particu- 
larly in football, in his twentieth year, and had 
great physical strength for the rest of his life, which 
included twenty-seven strenuous years as Sir Henry 
Irving's manager [Kunitz & Haycroft, 1942, 
p. 1350]. 

Mr H. Ludlam has written the only bio- 
Rraphy of Stoker. It is called 4 Biography of 
Dracula and the first chapter deals with 
Stoker's childhood illness. However, this chap- 
ter provides no details of its nature or of the 
lype of medical treatment Stoker received. 
I wrote to the author for this information, 
but he could not supply it. He did, however, 
provide some interesting titbits about Stoker. 
Mr Ludlam wrote that the dream that in- 
Spired the writing of Dracula 
conveyed to [Stoker] the idea or image of a master 
Vampire at work, a monster which Stoker came to 
call Dracula. To his family and friends he has 
always referred to the vampire as ‘Drac’, and he 
Often had a chuckle over how he had this vampire 
Monster wait hand and foot on Jonathan Harker 
as à servant (bringing Harker food at the castle, 
etc.). 

Despite the lack of details of Stoker's medi- 
cal history, I will try to show that the sense of 
terror and helplessness that Stoker was trying 
to evoke in his reader in the castle portion of 
the book is that of the child who has been left 
by his mother in a hospital to undergo surgery 
and/or blood-letting. Obviously, I am pre- 
Supposing that Stoker had been hospitalized 
aS a child. If he had been unable to stand up- 
Tight until his eighth year, then, in all proba- 
bility, those years were spent in confinement 
3t his home and at least occasionally in 
8 hospital. 


Synopsis OF DRACULA 


A young Englishman, Jonathan Harker, is en 
9n a business trip to visit Count Dracula in his 
rêstle in Transylvania. Dracula is pam o) 

Uying some real estate in England. Harker be- 
Comes apprehensive about his trip when he sees 
an Anxious reaction of the Transylvanian peasants 

Sn they lea his destination. 

Pon p at the castle, it seems that 
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Harker's apprehension was justified. He is im- 
pressed by Dracula's Strange appearance and 
habits,thestrangest being Dracula's disappearance 
during the daytime and reappearance when the 
sun goes down. In exploring the castle, Harker 
finds that he is a prisoner with no means of escape. 
His demands that Dracula release him are to no 
avail. Three female vampires attempt to attack 
Harker on two occasions but Dracula protects 
him. Harker, meanwhile, is learning some of 
Dracula’s secrets, which include his ability to 
turn himself intoa bat, the location of his bedroom, 
and the kind of ‘bed’ (a coffin) in which he sleeps, 
and various other peculiarities; all of which in- 
crease Harker’s terror. His business with Harker 
completed, Dracula departs for England, leaving 
Harker trapped with his three lecherous wives. 
Ultimately, Harker escapes, physically unscathed 
but a complete nervous wreck. He is forced to 
remain in a Budapest Hospital for many weeks 
recuperating from emotional trauma. 

Meanwhile, Dracula has been in England, vam- 
pirizing women, who in turn become vampires 
too. The females prey only on children, while 
Dracula cathects his weird libidinous desires only 
on young, attractive women, one of whom, Lucy 
Westenra, is a close friend of Harker’s fiancée. 
When Lucy comesdown with an apparent ‘illness’, 
Dr Seward is called in. Unable to stem the tide of 
Lucy’s condition, Dr Seward calls in an Amster- 
dam specialist, Dr Van Helsing. With a number 
of clues to guide him (and the help of Harker, who 
has by now married his fiancée, Mina Murray, 
and has returned to England), Van Helsing cor- 
rectly diagnoses Lucy's condition — too late to 
protect her. She has become a vampire and in 
order to protect her eternal soul, she must be 
killed in a ritualistic fashion. With the “good” 
doctors (Dracula is the ‘ bad’ doctor) learning more 
and more about the strengths and vulnerabilities 
of vampires, Dracula makes a hasty retreat to his 
castle fortress in Transylvania. His enemies follow 
him, and catch him up just as he is about to enter 
his castle, and with the sun just going down (i.e. 
Dracula is helpless in daylight), they ritualistically 
kill him, too. The vampire is no more. 


ANALYSIS OF THE CASTLE PORTION OF 
DRACULA 


In reading the book it is obvious that 
Stoker's active identification is with Dracula 
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and his passive identification is primarily with 
Jonathan Harker. In reading the synopsis we 
can see that it is only Harker who visits and 
is trapped in Castle Dracula. Therefore I be- 
lieve my task is greatly simplified. I propose to 
show that Harker's ordeal in the castle repre- 
sents Stoker's terrifying experiences in a hos- 
pital. I say it was the reinforcement. of his 
psychosexual fantasies by these experiences 
that compelled him to write Dracula, just asthe 
reinforcement of the psychosexual fantasies 
of a 12-year-old boy by medical treatment 
compelled him to read horror stories. Harker's 
ordeal in the castle must then represent the 
origin of Dracula. 

In a paper (as yet unpublished) entitled 
‘Dracula, Prolonged Childhood Illness and 
the Oral Triad’, Bierman cites the knighting of 
Stoker's doctor-brother in 1895 as having 
provided some of the inspiration for the night- 
mare that resulted in the writing of Dracula. 
In an attempt to show that Stoker had ex- 
perienced blood-letting as a child, Bierman 
cites a short story which Stoker published in 
1882 entitled ‘ How 7 Went Mad’. The essence 
of the story concerns a child who is called 
‘No. 7 and who becomes mad when he is 
subjected to blood-letting against his will. 
Stoker's description of the child's madness is 
reminiscent of his description of Harker's 
madness after he escapes from Castle Dracula, 
and I feel that Bierman's work has provided 
strong. independent support for my ideas. 

In her article on how to minimize the 
child's fear of a hospital experience, Chenevert 
writes: 


The child only understands that he has been left 
in a big building called a hospital. Busy big people 
robed in white scurry about and mumble about 
shots and drawing blood. He has been abandoned 
and imprisoned, surrounded by strange people, 
strange machines, strange noise. Everything com- 
forting and familiar is gone. And, as though that 
were not enough, he is poked and stuck and 
jabbed. He is scolded and restrained if he cries 
or tries to escape. Around him he sees other 
children who have been abandoned, hurt and 
mutilated. Since he doesn't understand what is 
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to happen to him, he fears he may be punished 
that way too [1970, p. 30]. 


Chenevert then went on to tell of a fre- 
quently hospitalized five-year-old boy who 
would spin tales of vampires and witches for 
his mother when she visited him in the 
hospital. 

The following is a detailed synopsis of Har- 
kers adventures in Castle Dracula, so that 
we may compare it to details of a child's ex- 
periences in a hospital that will be provided 
later. 


A young Englishman, Jonathan Harker, 
is on his way to Castle Dracula to transact 
business. He spends his last night prior to 
reaching his destination at an inn one day 5 
journey from the castle. In the morning, Har- 
ker asks the innkeeper if he knows Count 
Dracula. . 

Upon hearing the question, both the inn- 
keeper and his wife make the sign of the me 
and say they know nothing at all. Harker y 
comes apprehensive at the strange conduct © 
his hosts. He arrives at the castle that evening 
and meets Count Dracula, whose pallid com- 
plexion, sharp canine teeth and altogether 
peculiar appearance tend to reinforce Harker 
growing anxiety. He is soon sorry he came F : 
wants to leave as quickly as possible. ie a 
gets to know Dracula better, he realizes pen 
he has never seen him in the daytime, nor he 
he ever seen Dracula eat of drink. ret 

One morning Harker decides to exp m 
the castle. In doingso, he discovers to his hort 
that he is a prisoner! All the doors 
and bolted. He becomes panicky 
elapse before his panic subsides. 
evening Dracula returns and warns adil 
not to stray into other parts of the an 
most particularly, not to fall asleep n 
‘There are bad dreams for those who 


" es 
arker n9 
unwisely', warns Dracula, and Hark 

Cle grue 


that ‘He finished his speech in a g suf jie 
way, for he motioned with his hands E a 
were washing them.” (is this a descript! 
surgeon about to operate?) 
Dracula then departs and Harker t 


are locke 

and hours 
That same 
Harker 


g r* 
akes pe 


a 
PR 
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verse pleasure in not heeding Dracula's warn- 
ing. He Strays into the strange part of the 
castle and compounds his folly by falling asleep 
9n à couch. Harker is awakened by the pre- 
sence of three young women. He pretends to 
be still asleep. The women stare at him and 
one of them approaches, drawing closer and 
closer. Harker can feel her honey-sweet breath 
upon him and starts becoming aroused with 
anticipation: 


Iwas afraid to raise my eyelids, but looked out and 
Saw perfectly under the lashes. The fair girl went 
9n her knees and bent over me fairly gloating. 
There was a deliberate voluptuousness which 
Was both thrilling and repulsive and as she arched 
her neck she actually licked her lips likean animal, 
till T could sce in the moonlight the moisture 
Shining on the scarlet lips and on the red tongue 
as it lapped the white sharp teeth. Lower and 
lower went her head as the lips went below the 
Tange of my mouth and chin and seemed about 
to fasten on my throat. Then she paused, and I 
Could hear the churning sound of her tongue as 
it licked her teeth and lips, and could feel the hot 
breath on my neck. Then the skin of my throat 
began to tingle as one’s flesh does when the hand 
that is to tickle it approaches nearer — nearer. 

Could feel the soft shivering touch of the lips on 
the supersensitive skin of my throat, and the hard 
dents of two sharp teeth, just touching and pausing 
there, | closed my eyes in a languorous ecstasy and 
Waited — waited with beating heart [Stoker, 1967, 
P. 41]. 


(This passage brings to mind Anna Freud's 
comment: ‘| think that, probably, it is not the 
Surgical experience as such which creates the 
‘ orror”, but rather this experience as it Is 
understood and distorted by fantasies of 
*ssault and misunderstandings of adult sexual 
life.» 

At this point, Dracula enters carrying a 
sack, He is black with rage. Dracula seizes 
the woman closest to Harker and flings her 
away, warning them all to stay away from 

arker because, says Dracula, ‘he belongs to 
ad But the women have been aroused 

ith a Passion and will not be turned away so 
rasily, They notice the bag Dracula had 
"Ought with him. One of the women opens 
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the bag and Harker hears the gasp and a wail 
of a child emanate from it. Dracula permits 
the women to take the bag. Overcome with 
horror, Harker falls unconscious. 

(I think it is at this point in the distorted 
and disguised autobiography that Stoker 
underwent his own * medical treatment’. The 
child in the bag represents not only a fellow 
child-victim in the hospital, but Stoker as 
well. His need for mastery over the still terri- 
fying experience keeps him from admitting 
that such a dreadful thing could have hap- 
pened to him. * Then the horror overcame me 
and I sank down unconscious’, writes Stoker 
of his own induction.) 

The next morning Harker awakens to find 
himself in his own room. He realizes that 
Dracula had carried him there, and now he 
fully understands the meaning of Dracula’s 
warning about the dangers of sleeping in 
strange parts of the castle (which represents 
the operating room). Harker comes to look 
upon his own room as a ‘sanctuary’, 

Sitting in his room a few days later, 
Harker hears a stirring in Dracula’s room, 
'something like a sharp wail quickly sup- 
pressed; and then there was a silence..." 
Harker then hears a woman in the courtyard. 
He peers out the window and when she sees 
him, she screams, ‘Monster, give me my 
child. The distraught woman thinks that 
Harker is Dracula. Annoyed with the woman 
for interrupting him at his ‘work’, Dracula 
signals the wolves who constantly surround 
the castle, and they devour the mother as 
Harker looks on helplessly. By now, Harker 
is at his wits’ end. He is determined to escape 
from the castle. He reasons that Dracula 
keeps the keys to the castle on his person. Har- 
ker has already discovered where Dracula 
sleeps and knows the kind of ‘bed’ in which 
he sleeps. During the daylight hours, he goes 
down to Dracula’s ‘bedroom’ opens the lid 
of his coffin, and 


I saw something which filled my very soul with 
horror. There lay the Count, but looking as if his 
youth had been half-renewed, for the white hair 
and moustache were changed to dark iron-grey ; 
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the cheeks were fuller, and the white skin seemed 
ruby-red underneath! The mouth was redder than 
ever, for on the lips were gouts of fresh blood, 
which trickled from the corners of the mouth and 
ran over the chin and neck. Even the deep, burning 
eyes seemed set amongst swollen flesh, for the lids 
and pouches underneath were bloated. It seemed 
as if the whole awful creature were simply gorged 
with blood; he lay like a filthy leech, exhausted 
with his repletion [p. 52]. 


(This revealing passage gives us a glimpse 
of Stoker's childhood fantasies about the doc- 
tor. He has suffered an awful defeat in the 
primal-scene battles and feels empty. Stoker 
equates this emptiness with a feeling of being 
dead, as symbolized by Dracula sleeping in 
a coffin. The doctor is trying to fend off his 
fear of emptiness-death by drinking the blood 
of children. I believe that many children ex- 
perience a similar fantasy when undergoing 
surgery.) 

Harker searches Dracula’s body for his 
keys. No luck. While searching his body, 
Harker realizes that he must do something to 
rid the world of this fiend, who is soon to 
leave for England. He finds a shovel and 
whacks Dracula on the head, leaving an ugly 
gash on his forehead. Dracula turns to stare 
at Harker — and simply grins. Harker’s courage 
deserts him and he runs in panic. 

That very same night Dracula leaves the 
castle bound for England, leaving Harker to 
the tender mercies of the female vampires. He 
arrives in England and attacks Lucy Westen- 
ra, the friend of Harker's fiancée, while she 
is asleep. When Lucy awakens, she has no 
awareness of what has happened. She only 
knows she is pale and weak, and has a pain in 
her throat. 

Meanwhile Harkers fiancée, Mina, is 
terribly worried about him. She has not heard 
from him for weeks. A letter arrives from 
Budapest. It is written by a nurse who tells 
Mina that Harker, who had escaped from the 
castle, has been a patient in a hospital for six 
weeks, suffering from a fearful shock. He has 
been ranting and raving while in a state of 
delirium and the nurse cautions Mina to al- 
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ways be careful with him because ' The traces 
of such an illness as his do not lightly die 
away. 

Mina rushes out to Budapest. Harker re- 
covers sufficiently to marry Mina and return 
to England. But he is still a nervous wreck. 
Harker's wife then shows Dr Van Helsing a 
copy of Harker's diary. Van Helsing writes 
Mina a letter professing to believe that Har- 
ker's journal is a true account and not the 
rantings of a madman. When Harker hears 
of this, he writes in his diary: 


It seems to have made a new man of me. It was the 
doubt as to the reality of the whole thing that 
knocked me over. I felt impotent, and in the dark, 
and distrustful, but now that I know, I am not 
afraid, even of the Count [p. 170). 


Re-reading Chenevert’s brief description of 
the child’s perception of a hospital experience, 
one finds that every line has its distorted, dis- 
guised equivalent in some of the passage 
from Dracula I have just quoted. 

But Chenevert's description provides us 
with a broad, general picture that can orly 
give us a feeling that we may be on the righ 
track. Robertson’s work (1956), kowee 
provides solid evidence. She kept a detaile 
diary of her four-year-old daughter’s pre- an 
post-operative reactions to a tonsillectomy" 
The following is a portion of her record: 


March Ist. Jean was seen by the surgeon her 
and he recommended removal of her tonsils ie 
adenoids. The operation was arranged Fab iis 
weeks ahead, and I have decided not to 34 Rr 
thing to Jean about it until about à week be 
she goes to hospital. 

March 2nd to 5th. During these few da} S she 
became increasingly difficult about her feo 3 
ate little and appeared angry OF peii 
times. This puzzled me until I overhear 
to herself, * Don't eat it. Better d 
go to sleep.’ So, although I had ane nm of an 
her only about a week to adjust to E cided t 
operation and a stay in hospital, fey | 
begin telling her at the first opportuni s 
eating disturbance was in fact conn! 
fantasies about anesthetics. 

March 8th. At breakfast, S 


es 
d with 


rk 
he examined her fo 


NS 


and said, ‘This fork would dig right into my 
| throat and it would hurt. I’ve got a big hole in 
{ my throat, haven't I... ?" Why do the doctors 
1 wear that thing on their faces?" 

March 12th. At teatime, she cut her poached 
egg very carefully, saying, I want it [the yolk] to 
Tun out.’ She watched her Daddy having tea half 
an hour later and said, *Look, when Daddy cuts 
his egg it all runs out.’ (A week before this record 
Started Jean had said, * When all the blood runs 
Out of cut and hurt people they die.") She put her 
thumb and first finger in her mouth and pinched 
the back of her tongue, remarking, ‘It hurts when 
I do it; i 

March l4th. Jean saw a picture of a man, a 
Prisoner being led between two policemen; and 
for the next twenty minutes she questioned me 
. Persistently about ‘naughty men’. ‘Do children 
| 


Daughty, Mummy? Did you go away when you 
É ^ Were little 2” Ispoke of the coming hospitalization, 
and we talked about the reasons for it. 

March 15th. At lunch she talked again of knives 
|! and forks being sharp. 'They could poke our 
` throats’, she said, then ate her lunch mostly with 
' her fingers, She pretended to cut my hand and arm 

With a knife, 
April 4th. Several of the children were playing 
t 3OSpital in the garden, and Jean was the patient. 
April 6th. When I discussed with her sister the 
*rrangements for her care while Jean and I were 
Way, Jean asked, * Why ?’ as if the whole idea were 
New to her, and added, * But I don't want to go to 
the hospital.’ 


[ à B0 away when they are very naughty? Were you 
A 


» 


The child was taken to the hospital in her 
*ddy's car and the diary continues: 


April 8th. She held my hand tightly and seemed 
tPPrehensive as we walked into the office to regis- 
^ and as we went into the ward. She said several 
times, «q don't want to have my tonsils out. I don't 
Want to stay in this hospital...” 
Or an hour I sat in our cubicle while Jean went 
and from the balcony, reporting back to meevery 
4... Minutes as one child after another was ex- 
amined by a doctor in the open ward. 

ALS o'clock she was invited into the ward to see 
“Vision, but unluckily, the anesthesist came just 
to examine her. She cried when I brought 
ack to the cubicle, and made examination 
OSt impossible by her struggling and screaming. 
Pril 9th. At 9 a.m. the ward sister came on 
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duty and told Jean she could get up and walk 
around in slippers and dressing gown. Jean com- 
mented, ‘I like that Big Nurse. She is kind because 
she lets me get out of bed.’ For the next hour she 
walked about aimlessly, saying again and again, 
“I want to go home...I don't like doctors and 
nurses. . .I don’t want my tonsils out.’ 

At 10 a.m. she took her premedication (two 
pills) from me with great difficulty...She sat 
quietly on my knee for half an hour, and then 
had an injection (Atropine) which made her cry 
bitterly. 


The child undergoes the tonsillectomy and 
Robertson’s diary continues: 


April 10th. Her restless doze continued until 
3 a.m. when she became fully awake. . . 

She talked a lot. ‘ My tonsils are out now. . . 

“I didn't feel my tonsils coming out. — When did 
the doctor take my tonsils out? — Were you there? 
- My throat does hurt me now. — You said it 
would hurt. — I didn't smell the funny smell to 
make me go to sleep. — 1 didn't like the pills, or 
the prick in my legs — I didn't feel my tonsils come 
out; that's funny, I thought I was in my cot all 
the time.’ 

Many times during the day she asked me to 
tell her how she got her tonsils out. Each time I 
reminded her of what she already knew: *You 
had pills and a prick in your leg, and you sat 
on my knee going to sleep. I was going to put 
you on the trolley with the red blanket, but you 
didn't want that so I put you into your cot. When 
the doctor was ready to take out your tonsils 
I carried you to the trolley and I took you to the 
special room. I was with you when you smelled 
the funny smell, then you slept the special tonsils 
sleep. The doctor took out your tonsils and 
carried you back to your cot...’ 

After each telling she was ready with questions: 
* Where is that doctor now? Where does he live? 
Will he come again ? Where is the special room ?^ 

April 11th. At 9 a.m. the ward sister came on 
duty and allowed Jean to walk about. . . She spoke 
in a friendly way to her Big Nurse, but then she 
shot a flying toy which hit the Big Nurse's leg. 


At 10 a.m. on April 11th Jean left the hos- 
pital and the diary continues: 


April 13th. Third day home. ...she added, 
‘Why did you take me to the hospital? I wanted 
to come home the very first minute I was there.’ 
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She recalled with a laugh how her flying toy had 
hit the Big Nurse. 

April 24th. Fourteenth day home. The "why? 
questions continued throughout yesterday and 
today. At bedtime she asked, * Who takes people 
to prison?' I assured her that children did not go 
to prison. 

April 25th. Fifteenth day home. At breakfast 
Jean lay back, quietly licking a grape. With a puz- 
zled frown she said, ‘It was my Big Nurse who 
pricked my leg. I didn't like it. Why did she?" 
(This apparently referred to the injection given 
before the operation by the ward sister — Jean's 
‘Big Nurse’. Until today Jean had insisted that 
the prick had been given by a student nurse with 
whom she had no relationship.) 

April 26th. Sixteenth day home. She told her 
sister Katherine with impish laughter of the time 
when her flying toy hit the Big Nurse's leg. 

April 27th. Seventeenth day home. During last 
night she had had a nightmare with ‘doggies’ in 
her bed... . 

A few minutes later I heard her singing in her 
room. ‘And then her tonsils popped out, and if I do 
she'll be sure to die." (In this she was parodying the 
end of the nursery rhyme ‘ Little Boy Blue’: * Will 
you wake him? No not I, for if I do, he'll be sure 
to cry.") 

Shortly afterwards she came to me and said, 
‘I won't ever have to go to hospital again, will I? 
I don't want to.’ 

April 29th. Nineteenth day home. At breakfast 
she recalled: * When I cut my finger the blood came 
out. I licked it and the blood went down into my 
tummy. It doesn't matter, does it? Blood can go 
down? 

Ten minutes later, she called me to the lavatory 
and said very brightly, ‘Mummy, I feel sick.’ 
I did not take her seriously, and she said again: 
*| do feel sick - something might dribble out — 
I did dribble out all the blood, lots of it. Why 
did I? Why do tonsils make blood in my tummy ? 
I want to go to see the Big Nurse today." 

April 30th. Twentieth day home. (Day of return 
visit to hospital.) 

She showed no anxiety as we went into the hos- 
pital. When we reached the ward she skipped 
ahead of us, almost dancing. and went straight 
to her former cubicle... . 

Her ball ran into the induction room, and she 
was hesitant to go after it until encouraged by 
the ward sister. She tiptoed in, and in picking up 
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her ball she peeped quickly into the operating 5 
theatre which lay beyond, then hurried out with " 
a flushed face. (She knew the purpose of these two 
rooms.) 


Soon after Jean left the hospital, the de- 
tailed portion of the diary ended because: 


...it seemed that Jean had worked through her 
hospital experience. She looked well, ate and slept 
normally, spoke little of hospital, and showed no 
special anxieties. She started. nursery school for 
the first time, and settled quickly and happily. 
After a few days she insisted that I should not 
accompany her to school, and went cheerfully 
with a neighbor and her children. Her increased 
confidence and independence of me was com- j 
mented on by our neighbors. Her extreme fear j| 
of dogs had almost disappeared. as she herself 
remarked, ‘That dog looked at me, and | wasn't | 
even afraid" (Robertson, 1956, pp. 413-260. y 


» 
Thus we can see more vividly how a chik 


typically perceives the hospital experience, 

I believe I am justified in calling Jean's reac- 
tions ‘typical’, since at the end of Robertson $ 
diary, Miss Freud comments: 


From the first part of the diary, w hich covers e 
preparatory period we learned that Jean confirme 
almost all our theoretical expectations of w 
operation and hospitalization. may mean t 
children of her age [p. 428]. f 

Now let's defeat Stoker's intent to ang } 
the origin of his story and its autobiograPs 
nature. Let's strip away the disguises geni aa 
tortions, the aura of the supernatural an E 
attendant horror, and make a point-by Pr 
comparison of Harker's experiences 1n see 
Dracula and Jean's pre- and post-opera ' 
reactions. 

(1) Harker travels to the strange it 
Transylvania, where he has never been wit ds 
to visit a place called Castle Du i 
Jean is put in her daddy's car and tà hic T 

nanarea "ü 


s Tien sg 


js 

n at he ! 

(2) Harker has a premonition e" leaves 

embarking on a perilous journey = the int 
the inn for Dracula’s castle. Whe 


place called a hospital located i 
isasstrangetoa four-year-old a 
is to Harker. 
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^ keeper and his wife learn of Harker's desti- 
| nation, they display their anxiety by making 
the sign of the cross and then they lapse into 
silence. Harker becomes apprehensive. When 
Jean's friends learn of her pending trip to the 
hospital, they attempt to cope with the an- 
` xiety aroused in them by playing ‘hospital’. 
Jean is the ‘patient’. Her apprehension grows 
and soon after she flatly declares that she does 

not want to go to the hospital. 

(3) The castle and its inhabitants are cerie 
and frightening to Harker. He is soon sorry 
he came and wants to leave as soon as possible. 
The child feels the same way about the hos- 

hi pital with its doctors and nurses. 
| ‘i (4) Harker thinks Dracula is a peculiar- 
‘looking fellow and wonders about his strange 
D comings and goings. Jean thinks the doctor is 
4? peculiar-looking fellow. She wonders why 
‘ye wears a mask. She wonders where he lives 
. and when he will return. 

(5) Harker explores the castle just as the 

^ child explores the children's ward of the hos- 
pital. 

(6) Harker feels he is a prisoner in the 
castle and the child has repeated fantasies of 
@gjng taken away to prison. 

i (7) Harker is warned that there is danger 
4. lurking if he falls asleep in strange parts of the 
castle, The child warns herself about the 
dangers of falling asleep. 

(8) "There are bad dreams for those who 
sleep unwisely,’ says Dracula. So do many of 
the authors of papers on surgically induced 
trauma without, of course, couching their 
warnings in language or tone designed to 
terrify. Harker spends six delirious weeks in 
a Budapest hospital, proving the correctness 
of the warning. Jean confirms the truth of the 
. warning by having a nightmare with * doggies” 
her bed. 

(9) Harker strays into the strange part of 
the castle. The sight of a child (who also re- 
presents Stoker) being dragged into a "special 
‘room’ causes him to fall ‘unconscious’. Jean 
is wheeled into an operating room and is 


anaesthetized. 
(10) A vampire tries to sink he 


4 
T! 


r sharp teeth 
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into Harker and a nurse jabs the child with 
a needle. 

(11) The only victims that Harker sees in 
the castle are children. The only * victims" that 
Jean sees are also children. (Children's wards 
did exist in hospitals during Stoker's child- 
hood.) 

(12) While it is true that Jean did not see 
any children being dragged into the ‘special 
room' as did Harker, there is no doubt that 
until a few years ago, the dragging of terrified, 
screaming children into an operating room was 
a fairly common event in American and 
European hospitals. 

(13) While ‘unconscious’, Harker is carried 
back to his own room by Dracula, and the 
child learns that while asleep the doctor had 
carried her from the ‘special room" to her 
cubicle. 

(14) Harker becomes so terrified of the for- 
bidden parts of the castle that he comes to 
look upon his own room as a ‘sanctuary’. For 
the child, the strangest and most frightening 
part of the hospital is the ‘special room". On 
her return visit to the hospital, just a glimpse 
of the operating room is enough to make her 
face flush. She is so afraid of the operating 
room that she cannot bear to look at it long 
enough to absorb the reality of its existence. 
It is as if she feels that if she consciously 
acknowledges its existence, doctors and nurses 
will grab her and drag her in to undergo an- 
other operation. 

(15) I have reasoned that Harker's miracu- 
lous avoidance of a vampire attack was simply 
Stokers defence against the still terrifying 
doctors — a defence by denial that it ever hap- 
pened. During his stay at the castle, Harker 
and Dracula have a few friendly discussions 
about business, life in England and Magyar 
history, and Stoker cannot admit that his 
friend ‘Drac would hurt him. Jean never 
developed a relationship with the doctor, but 
a relationship did develop between her and 
the ‘Big Nurse’. At least on two occasions the 
child said she liked the nurse. But it was her 
friend, ‘Big Nurse’, who jabbed her with a 
needle and the child coped with this betrayal 
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by refusing (for 15 days after her return 
home) to admit that it was ‘Big Nurse’ who 
had done this. 

(16) Harker is terrified of being drained of 
his blood, and the child is terrified of bleeding 
to death. This is why I do not believe that there 
is much difference between achild’s perception 
of blood-letting and surgery. 

(17) Harker sees the vivid proof that 
Dracula is a blood-sucking fiend and hits him 
with a shovel. The child sees the nurse who has 
jabbed her with a needle and flings a toy at 
her. Even the circumstances surrounding the 
counter-attacks of our two heroes are similar. 
Both attacks are farewell gestures. Dracula 
is about to leave the castle and Jean is about 
to leave the hospital. 

(18) Dracula attacks Lucy Westenra in her 
sleep. She wakes up feeling weak, sickly and 
has a pain in her throat. She has no awareness 
that anything has happened to her. The doctor 
operates on Jean. She wakes up and also has 
no awareness of what has happened. She 
says, ‘That’s funny, I thought I was in my cot 
all the time.’ She too feels weak and sickly, 
and has a pain in her throat. (It is entirely 
possible that after blood-letting proved use- 
less, Stoker was forced to undergo tonsil- 
lectomy.) 

(19) The nurse in the Budapest hospital 
warns Mina that Harker will suffer long-term 
traumaasa result of hisexperiences in the castle. 
There are also many papers in the literature 
that warn of long-term trauma resulting from 
a child's hospital experience. 

(20) Weeks after Harker has escaped from 
Castle Dracula, a sense of unreality pervades 
his consciousness. He is grateful when Dr Van 
Helsing positively affirms that his experiences 
in the castle were real and not imagined. Re- 
gaining his sense of reality makes a ‘new man’ 
of Harker. Weeks after Jean has left the hos- 
pital, she is still flooded with a sense of un- 
reality and persists in asking the same ques- 
tions about her hospitalization. Nineteen 
days after her release, the ‘why’ questions are 
still continuing. The child cannot yet believe 
her mother’s explanations. Then Jean says, 
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*] want to go to see the Big Nurse today.” In 
saying this, the child is struggling to regain 
her sense of reality. She reasons that if every- 


thing her mother has been telling her is true, | 
then she should be able to enter the hospital, l 
see the doctors and nurses and leave the same | 
day without being ‘attacked’, The next day 
she does visit the hospital and it begins to 


seem that everything her mother has been 
telling her is true. The child is now able to 
accept her mother’s assurances and, at this i 
point, Robertson reports that Jean ‘had 

worked through her hospital experience". She 
no longer asks the ‘why’ questions, and she 
loses her fear of dogs, and becomes more 
independent. Her mother's assurances have 
now done for Jean what Van Helsing's assu- | 
rances have done for Harker — helped her ? 
regain a sense of reality. Even the neighbours .. i | 
notice the nice changes in her. Regaining their 

sense of reality makes a “new? man of Harker 

and a ‘new’ girl of Jean. 

(21) Bram Stoker identified with the doctor j 
by writing Dracula. Jean identified with him 
by performing imaginary operations on hersel 
and members of her family. 

(22) In private life, Stoker often referred 
to Dracula as * Drac’. (It is difficult to overlook 
the similarity in the common shortening 9 
the word ‘doctor’ to ‘doc’, and the first two 
letters of the name * Dracula’ are the common 
abbreviation for the word ‘doctor ) d 
Stoker ‘often ha 
ampire mon- 
as a Se^ 


ster wait hand and 
vant’. In both instances, Stoker 


doctor. In the first, by informa". 
the vampire as ‘Drac’, he is sayin A 
vampire is really his buddy and a buddy W 
not hurt him. In the second, Stoker 
further. Not only will the vampire iu deb A 
him, but the vampire likes him so u A 

he waits upon him hand and foot. st Bram 
afraid of the big, bad vampire : "d 
Stoker! Jean sought a Sense of mast 
the nurse by often chuckling Over ho 
her with a toy. 


g that th 
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Thus our two heroes, Harker and Jean, 
have come full circle. From emotional equili- 
brium to a slowly mounting anxiety, to a flood 
of terror that leads to emptiness and a loss of 
à sense of reality lasting a few weeks, to a sud- 
den regaining of thesense of reality coming from 
assurances from powerful figures, and back 
to the emotional equilibrium both had en- 
Joyed prior to their ordeal. Many other 
children have not been so fortunate. 

l believe we now know the identity of 
Dracula and I will not concern myself with 
the remainder of the story, since I feel that 
I have reached the heart of the matter in show- 
Ing that the book was probably inspired by 
à residue of hospital-reinforced, primal-scene 
lerror that was reawakened in the author some 
40 years later, 


CONCLUSION 

Of what practical use is it to learn the origin 
9f Dracula? One obvious benefit is that we 
have a much better insight into the fantasies 
that a hospitalized child can experience. By 
Simply identifying with Jonathan Harker, we 
can more readily understand the quality of 
à child's sense of horror. 

However, I feel that the deepest significance 
Of the work I have done lies in the question of 
Why the origin of such a popular classic pub- 
lished 75 years ago has remained so obscure 
for all these years. The basic reason, I believe, 
55 this: surgically induced trauma in children 
58 far deeper than most therapists realize (in- 
cluding many of those who have published 
Papers on the topic). In his superb essay on the 
Psychology of childhood tonsillectomy, Lip- 
ne (1962) states that years of psychotherapy 
May be required before a surgically trauma- 
tized Patient even begins to uncover the trauma 

his associations. I will go further than 
Lipton and state that I believe that many who 
AVe been severely traumatized by childhood 
“Urgery can undergo years of therapy without 
Pe being aware that they were ever 
"aumatized, : 
nly once have I encountered an instance of 
18 
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total repression of an event that occurred 
as late in life as age 16. This happened when 
I was telling a lady acquaintance of mine 
(aged 43) that I was doing research in sur- 
gically induced trauma in children and men- 
tioned the fact that some parents take their 
children to doctors more to punish them than 
to help them. Suddenly, she gasped and said, 
‘My God, how could I have forgotten. It was 
so excruciating.’ Clearly, the woman was in 
a state of shock as she began to recall an event 
she had totally repressed, both in memory 
and affect. When she was 16 years of age, she 
suffered recurrent headaches and her mother 
had taken her to a hospital clinic, where her 
mother suggested to the doctor that he clean 
out her daughter’s sinuses. Although there 
was no history of sinus trouble, the doctor 
proceeded to carry out the mother's suggestion! 
The woman described the agony she experien- 
ced as ‘it felt the top of my head was going 
to come off’. While she was groaning in pain, 
she recalled her mother staring at her, saying 
over and over again, ‘It’s good for you, it's 
good for you...’ 

When my acquaintance regained her com- 
posure after telling me of this event, I asked 
her if the reason for her total repression might 
not lie in the possibility that she sensed that 
a sadistic, unconscious liaison had been 
established between her mother and the doctor, 
and that she was the victim. She rejected this 
idea, but could offer no cther explanation for 
the repression. 

I have told this little tale to impress upon 
my reader the potency of medically induced 
trauma. Clearly, the mother’s sadism played 
a major role in the subsequent repression of 
the event. But we should keep in mind that 
a parent is almost always involved when a 
child is taken to a doctor, and we can see in 
reading Robertson’s account that, however 
unrealistically, Jean clearly suspected her 
mother of harbouring sadistic motives. 

I have conducted many informal interviews 
of adults selected at random and I am con- 
vinced that instances of long-term surgically 
induced trauma are far more prevalent than 
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most people suspect. By asking a few pertinent 
questions, evidence can be uncovered in 
minutes that may take years of therapy to 
uncover. In conducting these interviews, I have 
takena hint from Dracula himself, who warned 
that ‘there are bad dreams for those who sleep 
unwisely’. 

Many people, of course, reported that they 
could remember no bad dreams right after 
a surgical experience, but in conducting these 
interviews, I found a pattern emerging. In its 
bare essentials, the pattern is this: If a child 
panics during an experience, either in a doc- 
tor’s office or in a hospital, and finds to his 
horror and rage that overwhelming physical 
force is being used to subdue him or, even 
worse, if he experiences an asphyxiating in- 
duction, then evidence of long-term emotional 
sequalae will very likely be found and re- 
flected in the dream-life. I have interviewed 
about 20 adults who were able to recall such 
grisly events in their childhood and only two 
could not recall experiencing the same repeti- 
tive dream for many months or even years 
after the event. Two of these people who did 
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recall were about 50 years of age when inter- 
viewed and both reported that the dreams that 
commenced in childhood soon after their medi- 
cal experiences had continued to the present 
day! 

In closing, I would like to suggest that, 
based on the informal interviews I have con- 
ducted to date, two possibly fruitful studies 
could be made and used for a Ph.D. thesis by 
students of clinical or child psychology. The 
first study would include a fairly large sampling 
of adults who experienced overwhelming force 
in order to subdue them and/or an asphyxiat- 
ing induction during a medical or surgical 
experience in childhood. . 

The second study would include a fairly 
large sampling of adults who could recall à 
childhood circumcision. These two popula- 
tions could be interviewed (perhaps by | 
questionnaire) on their dream-life with em- ^ 
phasis on any repetitive dreams. I believe the 
outcome of these two studies would instil in 
the practising psychotherapist an enduring 
respect for the frequency and destructiveness 
of surgically induced trauma in children. 
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Some hypothetical mechanisms underlying associative 
incoherence in schizophrenics 


By KJELL MAGNE FLEKK@yY* 


Kent & Rosanoff (1910) noted that an 
increased number of ‘unclassified responses, 
mostly of the incoherent type’ was one of the 
Characteristics of schizophrenics. Bleuler 
(1911) regarded incoherence as one of the basic 
Symptoms of schizophrenia. In clinical prac- 
tice, incoherence of associations is still one of 
the main diagnostic criteria of schizophrenia 
When clearness of consciousness is pre- 
Served. Astrup & Flekkoy (1968, 1969) and 
Flekkoy & Astrup (1968, 1969) analysed data 
from 312 psychiatric patients on 32 measures 
ofa physiological, motoric and psychological 
nature, They found that incoherent associa- 
lion was among those measures which dif- 
ferentiated best between normals and schizo- 
Phrenics, and between schizophrenics and 
the other main diagnostic groups. Thus in- 
Coherence seems to be a basic characteristic 
9f schizophrenics. 

The aim of the present study is to explore 
the causes of incoherent associations in 
Schizophrenics. We will do this by analysing 
the relationship between characteristics of the 
Stimulus and frequency of incoherent asso- 
ciations, If the emission of incoherent asso- 
ciations can be related to some independent 
Stimulus attribute, and this attribute can be 
Stated in terms of cognitive operations, then 
It should be possible to state some of the 
Causes of incoherence in terms of these opera- 
lions, 

The independent variable chosen i 
total number of different responses given 
STOup of subjects to a stimulus word ina single- 
Word, free-association situation. The reason 
°F this choice is that D has been found to be 
Positively and significantly related to (a) the 


s D, the 
en by a 


* (ensis Hospital, Gaustad, Oslo 3, Norway. 


frequency of clang associations and repetitions 
of the stimulus word (Laffal, 1955; Veness, 
1962), (b) response reproduction faults (Laffal, 
1955; Goldstein, 1961) and (c) (RT) reaction 
time (Schlosberg & Heineman, 1950; Tecce 
& Glassco, 1965). Thus the magnitude of D 
seems to be positively related to associative 
failures. On the basis of the literature, we can 
expect a significant and positive relationship 
between the magnitude of D and the frequency 
of incoherent associations. 


METHOD 


Subjects 

Two experimental groups were composed of 
176normals and 88 chronic schizophrenic patients, 
respectively. All patients were in-patients at Gau- 
stad Hospital. No cases were included that had 
received ECT in the past few months, or were 
diagnosed as having organic impairment. The 
diagnosis of schizophrenia was made by the staff 
of the hospital according to the strict Scandi- 
navian interpretation of the term. Each schizo- 
phrenic subject was individually matched with 
two normals with regard to age and sex, and in 
most cases also with regard to years of education. 
Included in education were schools and supple- 
mentary courses of at least six months’ duration, 
Schools or courses started but not completed 
were not included. The schizophrenic and thus 
also the normal group were equally divided as 
regards sex. 

For the normal group, mean and range of age 
and of education were 40:5 (19-68) years and 
9-4 (7-20) years, respectively; for the schizophrenic 
group they were 40-7 (18-65) years and 8-7 (5-16) 
years, respectively. The mean total hospitalization 
of schizophrenics was 5:0 years, range 10 months 
to 11-4 years. Only 15 patients (17 per cent) had 
less than two years’ hospitalization. 

18-2 
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Differences between groups, and between sexes, 
with respect to either age or education were 
statistically insignificant. Differences in the sub- 
jects’ occupational background were equally wide 
(ranging from unskilled workers to the profes- 
sionally qualified) and equally heterogeneous in 
both experimental groups. 

Except for two women, all patients received 
psychotropic drugs. Phenothiazine derivatives 
were given to 95-1 per cent; 16:0 per cent were 
given butyrophenones; and 3-7 per cent tricyclical 
antidepressives. 


Procedure 


Each of the first 50 Kent-Rosanoff words (Kent 
& Rosanoff, 1910) was presented orally to each 
individual subject and always by the same experi- 
menter. The order of presentation was the same 
as in the original list and identical for all persons. 
The subjects were instructed to respond verbally 
with the first word that occurred to them. The res- 
ponses of the schizophrenics were registered on 
tape for later transcription, while the responses 
of the normals were registered by hand. The sub- 
jects were also instructed to respond with only 
one word and, if necessary, were reminded of this 
during the experiment. One stimulus word (not 
from the list) and a common response to it were 
provided as an example. The stimulus words were 
spoken in Norwegian, and in the same translation 
as used by Haaseth (1968). The response stimulus 
interval was kept constant at 2 sec. 

The schizophrenic subjects were seated ina room 
separated from that of the experimenter by a 
one-way screen, and given the opportunity to relax 
before the experiment started. They could com- 
municate freely with the experimenter through 
a high-fidelity loudspeaker system. The normals 
were tested in quiet rooms at their working places, 
Both the schizophrenic and normal subjects were 
highly cooperative. 

Only words which could be found in a standard 
Norwegian dictionary were registered as re- 
sponses. Although in a few cases the answer com- 
prised a whole sentence, the response could always 
be identified with one and never more than two 
words. For example, in ‘ Yes, it makes me think of 
pretty’, "pretty" can be registered as the response. 
Responses uttered more than 20sec. after stimulus 
presentation were excluded from analysis. 

‘Incoherent associations" were responses with 
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very remote or no conceptual or ecological con- 
nexion to the stimulus word; e.g. ‘JEVN - ak- 
terutseilt’ (smooth — leave astern). They were not 
resemblances on the basis of their sound. The 
classification was done independently by two 
psychologists who did not know anything about 
the D values of the stimulus words. The two coders 
agreed on 89 per cent of the responses and all 
responses on which they disagreed were excluded 
from the analysis. ‘No responses" were either the 
word ‘no’ or other words used by the subject to 
tell that he could find no response. Often the final 
response was preceded by ‘no’ or an equivalent 
expression. All instances where the subjects 10- 
dicated that they had found an answer. but did 
not want to say it, were excluded from the analy- 
sis. ‘Clang associations’ were responses ghee w 
least 50 per cent of the sounds were identical with 
sounds of the stimulus words and were ranged in 
the same order, e.g. * DYP - kryp* (deep — creep). 
(This is the same rule as was adopted by Kent & 
Rosanoff, 1910.) *Repetitions were Le oar 
of the stimulus words, which (a) were directe 
by the subject to himself, or (b) were ipee n 
the experimenter as a question to make sure a 
the stimulus word was correctly perceived. Int 
normals, (a) and (b) were not separated eee 
the recording of the responses, and therefore pe 
response measures were excluded from analy’ 
in this group. . 

In dim b get some indication of the pecie 
ality of the stimulus words, 14 student nurses “er 
asked to rate each stimulus word according to hë 
strength and quality of the feelings evoked piod 
stimulus word, strong ‘bad’ feelings : ic 
scored —5, strong ‘good’ feelings, +5, d m 
special feeling at all, 0. The scale thus extent t 
five on both sides of zero. Although the va "6 
of a score of emotionality obtained by this = a 
can be questioned, the direction as to good o 
feelings should be reliable. rials 


inomial t 
Iti the 


alysis of 
f responses 


. . iction la! 
according to magnitude of D. The restric 


on the data was that the probability 0 2 b rds à 
of response is identical for all stimulus WO 
subjects in each stimulus word group (see sts at 
Unless otherwise stated, all statistica te 


two-tailed. 
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RESULTS 


Data reduction 

The D values of the normal group were 
ranked in ascending order and each stimulus 
word ascribed to one of three separate word- 
8roups (A, B or C) on the basis of the rank 
order of its D value, Group A ( = 18) con- 
Sisted of stimulus words corresponding to 
lowest D values (range 25-34), group C (n = 
18) of stimulus words corresponding to highest 
D values (46-88), and word-group B (n = 14) 
of the remaining words corresponding to 
medial values of D (range 37-45). 


Main results 


The linear correlation between the D values 
9f the normal and the schizophrenic group 
(when incoherent responses were excluded) 
Was r = 0-79 (P « 0:005). The distribution of 
D values was thus very similar in the two ex- 
Perimental groups, and the groupings of 
Stimulus words on the basis of D values ob- 
tained from the normal group seem also to 
tave relevance for the schizophrenic group. 

In the schizophrenic group, six incoherent 
responses were given to group A stimulus 
Words, 13 responses to group B, and 22 to 
Soup C stimulus words. The increase in fre- 
duency of incoherent responses parallel with 
the increase in D values of the stimulus words 
was highly significant (Z(2) = 904; P < 

7702. one-tailed). The frequency in normals 
Was too small to allow an analysis (five obser- 
Yations). The low frequency of incoherent 
"esponses in schizophrenics could probably 

* attributed mainly to the extensive use of 
Psychotropic drugs. In no case could the in- 
coherent response be ecologically or concep- 
‘ually related to the preceding stimulus word, 

OF could it be identified as one of the res- 
Ponses given to that word. Mean RT of the 
coherent responses was 5'8 sec. (S.D. 6-2), 
3. lle mean RT for the other responses e 

Sec. (s.p, 1-0), The difference was signifi- 
cant («(90) = 2-77: P < 0:01). (The t test was 

“ected for different variances in the two 
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samples.) For the single stimulus word, the 
RT of the incoherent response was longer than 
median RT for the other responses given to 
that stimulus word in 29 cases, and shorter 
than median RT in 12 cases, Most of the 29 
cases could be related to group C stimulus 
words, whereas most of the 12 cases could be 
related to group A and B stimulus words. 

Of the ‘no’ responses given by the patient 
group, 22 were given to group A stimulus 
words, 30 to group B, and 70 to group C 
stimulus words. The increase in frequency of 
‘no’ responses from small D to high D stimu- 
lus words was significant (Z(2) — 2771; 
P < 0-001). In the normal group, 12 ‘no’ res- 
ponses were given to group A stimulus 
words, 15 to group B, and 63 to group C 
stimulus words (Z(2) = 46:84; P < 0-001), 

In the schizophrenic group, no clang asso- 
ciations were given to group A stimulus words, 
three were given to group B, and three to 
group C stimulus words. In the normal group, 
no clang associations were observed, 

Of type (a) repetitions, 53 were given to 
group A stimulus words, 37 to group B, and 
108 to group C stimulus words. The increase 
in frequency of repetitions from groups A 
and B to group C was significant (Z(2) = 
35:32; P < 0-001). 

Of type (4) repetitions, 42 were given to 
group A stimulus words, 29 to group B, and 
34 to group C stimulus words (Z(2) — 0-88; 
P » 0:05). 

The stimulus words of groups A and C 
were about equally often scored as represent- 
ing good feelings. Relativeto group A, group C 
stimulus words were significantly more often 
scored as representing bad feelings, however 
(Z(1) = 16:73; P < 0-001), whereas group A 
stimulus words were significantly more often 
scored as neutral (Z(1) = 7.95; P < 0-01). 
There was no marked difference between mean 
emotionality scores for the two word-groups: 
mean scores for good feelings were 2.9 (s.p 
1-2), and 3-2 (s.p. 1-3), respectively in groups 
A and C; and for bad feelings the scores were 
2-8 (s.p. 1-3) and 32 (s.p. 1-4), respectively, 
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DISCUSSION 


The results show a marked and positive re- 
lationship between magnitude of D and fre- 
quency of associative failures. Traditionally, 
D would have been regarded as a measure of 
the number of different associative responses in 
the individual (high D indicating many asso- 
ciative responses), and the results would have 
been interpreted as an effect of competition 
between associative responses (Broen & 
Storms, 1966, 1967). 

On the basis of the experimental findings 
and the review of the literature in Flekkoy 
(1973) the position taken here will be as fol- 
lows: there is a negative relationship between 
the magnitude of D and the number of different 
associative responses in the individual subject 
at the moment of responding; and there is 
more often no response word immediately 
available to high D than to low D stimulus 
words. Accordingly, the subjects have to 
search for a response more often to high D 
than to low D stimulus words. 

The above interpretation of D is in agree- 
ment with the present results. If type (a) repe- 
titions are regarded as a kind of self-stimula- 
tion, this type of responses would be expected 
to occur most frequently to those stimulus 
words where the first attempt to find a res- 
ponse has failed. This expectation was con- 
firmed. Furthermore, ‘no’ responses indicate 
a failure to find an adequate response to a sti- 
mulus word, and the frequency of these res- 
ponses was also higher for high D than for 
low D stimulus words, just as could be ex- 
pected. Clang associations represent a very 
superficial connexion between the stimulus 
and response words. This response type would 
also be expected to occur more frequently to 
stimulus words where no response could be 
found immediately. Although infrequent, the 
responses show a distribution in the expected 
direction. 

Before we try to explain the production of 
incoherent associations in schizophrenics, we 
will briefly outline the associative process 
itself. Following Rommetveit (1968), we will 
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assume that the presentation of a word form 
(the sound or sight of a word) involves an 
initial process of semantic attribution. Without 
this process, no autonomous word meaning 
can emerge. It would thus correspond to the 
‘representational response’ referred to as 4 
prerequisite for associative meaning by Bous- 
field (1961). The meaning created by this pro- 
cess is assumed to initiate and maintain over 
time the associative and emotive processes 
produced. As an effect of these processes, the 
sustained meaning - designated henceforth 
as the representational meaning - is itself in- 
fluenced and to some degree changed. The 
associations given to à stimulus word are thus 
a result both of the representational meaning 
and of the associative and emotional processes 
preceding the associations. We will also assume 
that before they are emitted, the associations 
are tested with regard to relevance to the 
meaning of the stimulus word. If the associa” 
tion is found to be relevant, it is emitted. 
not, it is usually rejected, and the associative 
process is continued. 

On the basis of the present interpre». 
D and the model outlined for the associative 
process, we will tentatively ascribe the pro- 
duction of incoherent associations tO the fol- 
lowing causes: 

(a) Thought processes, initiated b 
vant internal and external stimuli, are * » 
sumed to occur parallel with the pur 
processes instigated by the stimulus word. bs ° 
parallel processes can interfere with the ci 
ciative processes, and sometimes produce v 
coherent responses. It is suggested that m 
interfering processes belong tO other ne 
systems? (see Lashley, 1958) than that oft 
stimulus word. 

The present results are in accordance 
this interpretation: because a long time ! 
val will encompass more irrelevant st! ce 
than a short time interval, the chance for i 
trusion of irrelevant thoughts will be Paie 
tively related to length of time between ihe 
presentation of the stimulus word an he 
finding of an adequate response. Since jus 
finding of a response to a high D stim 


tation of 


y irrele- 
e as 


e with 
nter- 
muli 


Associative incoherence in schizophrenics 


word is assumed to be less direct and therefore 
more time-consumingthan the finding of a res- 
ponse to a low D stimulus word, we would 
expect a positive relationship between fre- 
quency of incoherence and magnitude of D. 
We would also expect longer RT for inco- 
herent than for other responses, as was ob- 
Served. It is also in accord with the interpre- 
tation that most incoherent responses with 
especially long RT were given to high D 
Stimulus words. 

(b) The representational meaning of the 
stimulus words is assumed to be restricted to 
the dominant meaning components most of 
the time. This restriction will have the follow- 
Ing main effects, (1) Fewer cues than normal 
are available to direct the associative process. 
Because of this, associations are instigated 
Which would otherwise not have been initiated 
by that stimulus word. (2) The validity of the 
test of relevance is reduced. The restricted 
Stimulus will be compatible with other res- 
Ponses than the normal stimulus. Thus res- 
Ponses which would normally have been 
rejected can now be accepted; and corre- 
SPondingly, responses which would other- 
Wise have been accepted can now be 
ejected, 

(c) The associative and emotive processes 
are assumed to transform the representational 
Meaning to a greater extent in schizophrenics 
than in normals. As a result, the representa- 
tional meaning could become essentially 
Changed, and because of this, initiate asso- 
“lations which would be distantly related (or 
Not related at all) to the initial meaning of the 
Stimulus word. They could be closely related 
© its present meaning, however. A reduced 
Stability of the representational meaning would 
Also reduce the validity of the test of relevance. 
.. the Meaning components against which the 
8SsOciative response are tested themselves 
ange during the process, the relevance of 

€ response cannot be validly assessed. 
ice magnitude chang of e eet 
len a mpaning would Be pase e of the 
tin of time after the presenta xpect 

ulus word. Therefore we should also exp 
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a positive relationship between the effects of 
this variable and the magnitude of D. 

The full effect of variables (b) and (c) would 
first become manifest after some time has 
passed. We should therefore expect that 
variables (b) and (c) would contribute most to 
the production of incoherent responses with 
relatively long RT, while variable (a) would 
contribute most to the production of responses 
with relatively short RT. In the case of inco- 
herent responses with especially short RT 
the test phase seems to be by-passed and the 
responses are emitted directly. One reason 
for this could be that the subjects respond 
according to a literal and absolute interpreta- 
tion of the part of the instruction which re- 
quires that they respond with the first word 
that occurs to them. 

The assumption underlying the three hypo- 
theses outlined above is that the associative 
repertoire on the whole is intact in schizo- 
phrenics, whereas the processes responsible 
for the selection of a relevant association 
are disturbed. This view is strongly supported 
by research evidence (e.g. Moran et al., 1964; 
O'Brian & Weingartner, 1970). 

The hypothesis of parallel, interfering 
thought processes in schizophrenics seems to 
be well documented, both by introspective 
data and by research evidence (see, for ex- 
ample, McGhie & Chapman, 1961). One 
cause of these processes could be an attention 
deficit (Shakow, 1962) which would permit 
both relevant and irrelevant stimuli to initiate 
thought processes. Several researchers have 
found an inability in schizophrenics to ex- 
clude irrelevant stimuli (e.g. Weckowicz, 
1960; Chapman & McGhie, 1962). Another 
cause could be an increased priming of the 
different trace systems, making it possible for 
normally subthreshold stimuli to initiate re- 
sponses. A hypothesis of increased unspecific 
arousal in schizophrenics is consistent with 
recent research findings (Lang & Buss, 1965). 

The hypothesis that schizophrenics rely 
mainly on the dominant meaning components 
of words is in accord with the findings of 
Chapman (Chapman et al., 1964; Chapman 
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& Chapman, 1965). It is also in agreement 
with the findings of Willner (1965) that chronic 
schizophrenics have a reduced ability to iden- 
tify uncommon meanings of words, and with 
the observation of Bleuler (1911) that schizo- 
phrenics seem to have lost some of the cues 
that normally organize and guide thinking. 
As far as I know, there is no direct research 
evidence for the proposed instability of 
representational meaning in schizophrenics. 
There is some indirect evidence, however, in 
the finding of especially frequent shifts between 
‘units of thought’ in chronic schizophrenics 
in a continuous association task (Meadow 
et al., 1953). The hypothesis is also in general 
agreement with the findings that schizo- 
phrenics, compared with normals, showed 
abnormal variability of meaning in a word- 
definition task (Faibish, 1961) and less re- 
sponse stability in naming of members of 
categories (e.g. 'disease") on two occasions 
(Storms et al., 1967). 
An alternative interpretation of incoherence 
would be that schizophrenics, more often 
than normals, mistake the stimulus words for 
phonetically similar words, and because of 
this give unrelated responses. This interpreta- 
tion would be in agreement with the findings 
of Moon et al. (1968) that schizophrenics 
more often than normals mistake words for 
phonetically similar words. Such mispercep- 
tion is usually followed by some doubt, how- 
ever. In the present experiment we should 
therefore expect higher frequency of type (b) 
repetitions to high D than to low D stimulus 
words. Instead we found an increased fre- 
quency of type (b) repetitions to low D sti- 
mulus words. Moreover, none of the inco- 
herent responses could be related to sound re- 
semblances of the stimulus words. Wrongly 
perceived stimulus words were only reported 
a few times. Thus the hypothesis of inco- 
herence as an effect of misperception does not 
seem to be a likely explanation of the present 
findings. 
A second alternative is that the incoherent 
responses represent private experiences. Be- 
cause of the psychosis, the schizophrenics 
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would have more unusual experiences than 
the normals and therefore, respond with more 
unusual associations. It is difficult to under- 
stand, however, why the schizophrenics should 
have more private experiences connected with 
high D than with low D stimulus words, 
especially since both types of words are com- 
mon in the language. lt is also difficult to €x- 
plain why the private associations should have 
longer RT when they are given to high D than 
when they are given to low D stimulus words. 
It is therefore probable that the incoherent 
responses only to a minor degree refer to 
private experiences. f . 

The dependent measures of this study are 
probably related to factors other than D. 
A review of the literature (Cramer, 1968) 
showed that increased RT, clang association» 
blocking and other associative disturbance? 
are related to familiarity and emotionality 
of the stimulus words. Both factors are related 
to magnitude of D to some extent (cf. Flekkoy 
et al., 1973). : diis 

The effect of familiarity is difficult to eva a 
ate in the present study, since there are = 
extensive word frequency counts of the a 
wegian language. However, Flekkøy €! ^l 
(1973) applied the norms of the word yn i 
Thorndike & Lorge (1944), and found a rA 
nificant (P < 0:05) negative correlation re 
tween log D and log word frequency or 
same subjects and the same sonis. . 
as used in this study. Although the vali ndn 
this result can be questioned, it is nevert jn 
in accordance with the present gas aq 
of D. The subjects would have to search aa 
for a response to an unfamiliar than to M iet 
liar stimulus. A negative relationship be i 
D and degree of familiarity is thus E ier 
with the present interpretation of incohe nate 

The effect of emotionality is usually “ofl 
sidered to be very small in the mor 
word list. We found, however, that e 
stimulus words were significantly mam D 
rated as representing bad affects than t with 
stimulus words. This is in agreemo cu e 
earlier findings. We will tentatively : orð 
that the main effect of bad emotions ! 
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association is that the finding of response is 
prevented. The cause of this could be the Ss 
seeking for a response word from a different 
class than that of the stimulus word (i.e. 
emotionally ‘good’ words; cf. Geer & Mol- 
lenauer, 1964), or that the addressing process 
15 prevented. In either case the subjects would 
have to search more for a response to emotion- 
ally "bad" words than to emotionally * good’ 
words. Since bad emotions are associated 
With high D to some extent, the effect would be 
a tendency to search more for responses to 
high D than to low D stimulus words, as was 
Implied earlier. 

In conclusion, we will tentatively assume 
that incoherent associations in schizophrenics 
Mainly occur during a search for a response 
to the stimulus word, and that important 
Causes are: (a) intrusion of unrelated thought 
Processes, (b) restriction, and (c) instability 
of the representational meaning of the stimu- 
lus words, 


2T 
SUMMARY 


The aim of this study was to explore the causes 
of incoherent associations in schizophrenics. 
Based on the literature, we expected a significant 
and positive relationship between the frequency of 
incoherence and the magnitude of (D), the total 
number of different responses given by a group of 
subjects to a stimulus word in a single-word, free- 
association situation. The responses given by a 
group of chronic schizophrenics (in a single-word, 
free-association situation) were related to the 
D values of the stimulus words obtained from an 
individually matched normal group. The hypo- 
thesis was confirmed, and the production of in- 
coherent associations was related to (a) intrusion 
of unrelated thought processes, (5) restriction, 
and (c) instability of the representational meaning 
of the stimulus words. 
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Consideration of the ‘contract’ between staff and patient and its 
relationship to current hospital practice 


By A. I. COOKLIN* 


Specific consideration of the contractual un- 
derstanding between patients and psychiatric 
Staff has received scant attention in general 
Psychiatry. At first glance its meaning may 
appear quite self-evident, but in my personal 
experience its definition and relevance becomes 
increasingly complex when examined more 
Closely, 


THE CONTRACT IN EVERYDAY LIFE 


For the concept of the contract to have 
Meaning, its relevance to ordinary human re- 
lations needs first to be considered. Perhaps 
the question can be summed up as: how does 
Understanding of the personal contract be- 
‘Ween people influence their relationship? 

In a series of four two-hour lectures in 
Edinburgh (1967), Goffman analysed in intri- 
Cate detail interactions in personal and public 
life, many of which are customarily con- 
Sldered to be commonplace and obvious. His 
Main achievement (from my point of view) 
Was to introduce structural meaning and 

"finition into commonplace interactions 
Which on casual consideration appeared ran- 
dom and formless. In The Presentation of Self 
Everyday Life, Goffman examined the com- 
= Manoeuvres that a person often has to 
“se in order to adopt a particular role or part: 


When an individual plays a part he implicitly Ie 
E. ests his observers to take seriously the impres- 
9n that is fostered before them. They are asked to 
"lieve that the character that they see actually 
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possesses the attribute that he appears to Possess, 
and that the task he performs would have con- 
sequences that are implicitly claimed for it, and 
that in general matters are what they appear 
to be. 


What is being described here is a ‘one-person 
relationship’, in that the ‘player of the part’ 
is in relation to a passive observer. The ex- 
amination of this is itself complex, and it is 
therefore not surprising that in two- and three- 
person relationships examination becomes in- 
creasingly complicated. The use of the terms 
one-, two- and three-person relationships is 
not, of course, meant to imply the number of 
individuals present, but refers to the quality of 
the relationship which exists. In a two-person 
relationship both participants are active, 
recognizing and responding to the activity 
and experience of the other. Similarly, in a 
three-person relationship there are three 
active components. Such a situation arises in 
a group where there may be many more than 
three people present, but where for the pur- 
poses of participation one part of the group 
may act as one. 

Laing et al. (1966) attempt to examine the 
complexity of interactions occurring between 
two, three or more people at any one time. 
Below is an example of their consideration of 
a two-person relationship, in relation to con- 
cepts of ‘greed’ and ‘meanness’: 


Jack feels Jill is greedy. Jill feels Jack is mean, 
i.e. Jack feels Jill wants too much from him, where- 
as Jill feels Jack does not give her enough. More- 
over, Jack does not feel he is either greedy or mean 
himself, nor does Jill. Jack, however, realizes that 
Jill thinks he is mean, and Jill realizes that Jack 
thinks she is greedy. In view of the fact that Jack 
feels he is already overgenerous, he resents being 
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regarded as mean. In view of the fact that Jill 
feels that she puts up with so little, she resents 
beingregarded as greedy. Since Jack feels generous, 
but realizes that Jill thinks he is mean, and since 
Jill feels deprived and realizes that Jack thinks she 
is greedy, each retaliates, 


and so on, and so on. 


They conclude that *a way to enter such a 
situation therapeutically is to get both Jack 
and Jill to define their criteria for generosity 
and to define how their parents defined gene- 
rosity’. Their plea then is for definition and 
clarification, and for a simplified external view 
of a situation which may be experienced in- 
ternally by the participants as interminably 
complex, confusing and perhaps persecutory. 

In my view, all human interaction demands 

some openly and mutually accepted definition 
about the relationship. An obvious and uni- 
versal example of this need is in the marital 
contract. Within any marital contract are to 
be found many complexities of what each 
party expects from the other and from the 
institution of marriage. In recent years the 
nature, origins and changes in the marital 
contract have received increasing study at 
many levels. Of course, knowledge and un- 
derstanding of the contract only provide a 
static view of part of the marital relationship, 
and give no understanding of the deeper sig- 
nificance of the relationship for each indivi- 
dual. On the other hand, clarification of the 
status quo may be an essential preliminary to 
change, based on any increased understanding. 
In a study of ‘task accomplishment’ during 
various phases of premarital and marital re- 
lationships, Rapoport (1967) stressed that the 
achievement of sociocultural tasks (whether 
in marriage or in professional development) 
was considerably dependent upon the task 
work of the various parties being ‘in phase’. 
Hill & Hansen (1960) suggest that ‘fusion of 
purpose, duality of participation, common 
memories and other forms of solidarity’ are 
major factors in achieving the marital tasks of 
developmental adjustment. 
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THE CONTRACT IN RELATION TO 
TREATMENT MODELS 


So far I have touched on a number of ap- 
proaches to defining common interactions 1n 
ordinary human relations. In the family the 
situation can include further complications 
from two main sources. First, the Western 
family structure includes implicit understand- 
ings of what it means to be a spouse, child or j 
sibling. Secondly, these understandings may be 
explicit to a variable degree. The more the ex 
plicit understandings are at variance with 
those that are implicit (and are likely to reflect 
the reality situation), the more confused the 
interactional patterns in the family are likely 
to be. 

The adult treatment situation may reflect 
part of this problem in that explicitly gne E 
treating an adult, but implicitly the therapis í 
may relate in reality to the patient more as 
a child. Berne (1962) has touched on this 
problem from the point of view of ‘the game O 
psychiatry’. He notes how 


a few patients, for example, carefully p 
weak psychoanalysts, moving from one en 
another, demonstrating that they cannot hes 
cured and meanwhile learning to play 4 sr n 
and sharper game of ‘psychiatry’. Eventua ui 
becomes difficult for even a first-rate clinician P 
separate the wheat from the chaff. 
The duplex transaction on the p 
is: 

Adult: ‘I’m coming to be cured." 
Child: ‘You will never cure me 
will teach me to be a better neurotic; 

play a better game of psychiatry.” 


atient’S side 


s E. adi : s the 
If one sees validity in this view, It puts © 


psychiatrist in a dilemma: if the patient etd 
presented with is both these people. t© "i ich 
does one relate, the adult or the child? e to 
aspect of the person one chooses tO up eds 
will depend on the conceptual mode i, NO 
and the personality of the psychiatr! “pad 
model or personality is ideally £09 model 
so that perhaps the definition of the * net 
(as it were, which aspects of the person 
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having dealings with) can be more important 
than which model is chosen. 

On the other hand, it is a premise of this 
Paper that the achievement of a satisfactory 
treatment contract is dependent upon achiev- 
Ing an understood agreement with the adult 
Part of the patient. 

Sandler er al. (1970) have reviewed the de- 
velopment of thought about the treatment 
alliance Since the turn of the century. Theircon- 
Siderations are primarily focused on psycho- 
analytic or prolonged psychotherapeutic treat- 
Ment situations, In quoting Sterba (1934) 
they noted the need to separate within the 
Patient those elements which are focused on 
reality and those which are not. They con- 
clude: 


the former allow the patient to identify with the 
alms of the doctor, a process which Sterba re- 
8arded as an essential condition for successful 
analytic treatment, 


A question which they do not consider, how- 
ever, is a situation in which the aims of the 
doctor are not defined explicitly for the 
Patient, and where the doctor may be quite 
Unaware of, or out of touch with, the aims of 

© patient. This problem has been discussed 

Y Frank (1960), who considered at some 
“Ngth the importance of the 'assumptive 
World” of psychiatric patients in relation to 
Psychotherapy. In considering aspects of this 
*Ssumptive world’ which act against the 
Patient's interests, he concludes: 
Probably the greatest block to new learning in 
Psychiatric patients is that they are saddled with 
“YS of dealing with stress that aggravate rather 

an alleviate it, 


t This is a statement about what patients do. 
55 Clearly of importance therefore that psy- 
'atrists do not reinforce or collude with 

Pun distorted assumptions. In another paper 
ieee al. (1959) studied the effect aad 
dete i SXpectancies and relearning as facto 
T "mining improvement in psychotherapy. 
Concluded that the presence of two 
S (D non-specific expectancy of relief 
Telearning which is related to the 


fact, 
and 
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amount and kind of treatment contact, was 
important in influencing the outcome of 
therapy positively. 

Again he is concerned primarily with the 
specific psychotherapeutic situation. In Sand- 
ler’s review, however, it was concluded that 
the concept could be readily extended outside 
psychoanalysis without substantial modifica- 
tion. 

A basic assumption is implied in much of 
the preceding discussion; this is that, however 
disturbed a person is, and however dis- 
integrated is his experience or functioning, 
there is almost always a remnant of the adult. 
In my view, if this part of the person is not 
sought after and responded to, one may face 
the sort of confused situation described by 
Ferris (1967) in an exaggerated form: 


‘You have had a lot of trouble,’ said the 
psychiatrist. 

* No,' said the woman. ‘Only what we are here 
for. 

* Has she settled in?’ 

‘No, I haven't," said the girl. 

‘Good, good,’ said the psychiatrist. ‘Do you 
like your doctor?' 

The mother said, * Doctors are the experienced 
people,” but by this time we were going through the 


door. 


> 


The danger here lies in the number of as- 
sumptions which need to be defined and made 
explicit. This was a literary, and not likely to 
be a typical, account, but even in this small 
description are many assumptions which are 
not spelt out. For example, the psychiatrist, 
mother and child do not communicate their 
different conceptual systems. The psychiatrist 
is concerned with ‘trouble’, the mother with 
something specific and encapsulated (‘what 
we're here for’) and directs her participation 
towards putting the psychiatrist into a role 
(‘the experienced doctor who will treat the 
illness’) which is compatible with her curren 
aims, whereas the girl implies that the treat 
ment is of no value. One can see that in clinical 
situations where a similar set of interactions 
could occur, the girl is squarely placed in the 
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role of the ‘defiant child?, accepts this role 
and fits in with it, resents it and yet does noth- 
ing about it. In my experience such a situation 
is not unfamiliar, and can readily occur unless 
these implications are spelt out. 

It may matter less that the treatment con- 
tract is unsatisfactory than that it has no 
shape. This point seems to have been un- 
wittingly made by Siegler et al. (1969) in a 
critique of R. D. Laing's “models of madness’. 
They categorized Laing's different points of 
view according to six constructed models. 
The models were: medical, moral, psycho- 
analytic, family interactional, social and con- 
spiratorial. I have attempted to extract some 
of the implied contracts. 

In the medical model the contract is clear; 
it might be ‘You are sick, I am a technician, 
you need my skill." 

In the moral model, at first sight it is 
equally clear; it might be: ‘You are bad, per- 
haps I am good, and you need sanctions until 
you are as good as me.’ 

In the psychoanalytic model the contract 
varies considerably, depending on the thera- 
pist, patient and situation. A common one 
might be: ‘You are presenting me with illness, 
I interpret your illness as an expression of some 
other distress; I have the skills to understand 
the meaning of your distress and to help you 
understand it. I hope that by understanding it 
your distress may be diminished.’ 

In the family interactional model, the con- 
tract becomes more complex. It is perhaps: 
* You are a member of a sick institution; per- 
haps you have been scapegoated and perhaps 
you have contributed to it. In either event, 
I am not going to help the distress you present 
me with; rather I’m going to put my attention 
to the institution in the hope that you will also 
derive benefit." 

The social and conspiratorial models raise 
wider issues and become even more complex. 
Apart from the disagreement with Laing's 
models, the authors demonstrated that many 
models were implied and that much confusion 


could arise from the fact that they were not 
explicit. 
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APPLICATION OF THE CONTRACT IN THERAPY 


Menninger (1958) has discussed the function 
of the contract in relation to psychoanalytic 
techniques, and coined the term. Elsewhere 
the concept has received little attention In 
the literature, although its use has been 1m- 
plied by a number of authors, such as those 
referred to above. The tendency in these has 
been for the reference point to be limited to 
the specific relationship between therapist 
and patient in psychotherapy. For example; 
a similar meaning is implied in the use of the 
word ‘applicancy’ by Levinson et al. (1967). 
In fact, in a number of American papers the 
type of contract seems to be under considera- 
tion but is rarely given explicit exploration. 
Levinson et al. conclude that 
Like all transactional events applicancy must be 
examined from the point of view of both the appli- 
cant and the organization offering its services 


and later on they note that 


many applicants in our study experienced the nu 
terviews with the clinic staff as a one-way exchang 
in which the agent obtained much information 
while the applicant remained largely in the gem 
concerning the import of the interview and t^ 
decisions being considered by the agents. ] 

Hollender (1964) considered eight facets 
of the initial interview situation which ga 
quired examination. These were an on 
to equate the needs of the clinic with the nee 
and expectations of the patient. Brown M 
Kosterlitz (1964) did some ‘consumer ing 
search’ on the satisfaction of clients attendi 
and dropping out from their out-patient a 
They highlighted the discrepancies m 
the patient's and the therapists percep M 
of what had taken place. Adams & cDo 
(1968) analysed the “negative contracts : 
they felt therapists attempted to poit 
undesirable patients. They Were pare cially 
concerned with patients who were finan?! 
poorer. They described this process as 
cooling out’. 

ee accent in these situation? jt ad 
on what the therapists have don’ y^ the 
patients. The patient's responsibility 


~ 
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situation has received minimal attention. 
Szasz (1958) has discussed the question: Who 
1s responsible for the patient? He notes that 

. Such a question presupposes that the hypothe- 
tical ‘patient’ Occupies a position in relation to the 


doctor not unlike the small child does in relation 
to his parents. 


Forrest (1967) expressed similar views. Al- 
though he restricted himself to certain diag- 
Nostic categories, he suggested that although 
therapists clearly offered help, the respon- 
Sibility has to be left to the patient. 

It seems to me that in attempting to formu- 
late one's participation in a contract with a 
Patient, * which part of the person do I respond 
to? is the recurrent question. As a doctor, 
One’s training and tendency is to respond to 
the illness, If, on the other hand, one accepts 
the premise that some remnant of the adult 
Person, capable of accepting some respon- 
Sibility, continues to be accessible in nearly 
all Psychiatric states, then the contractual 
atrangement with this part may appear to be 
in conflict with the total dependence on the 
doctor expected from the illness. This dilemma 
Was highlighted in a book, said to be the bio- 
Braphy of a psychotic girl who was treated by 

Tomm-Reichmann. The title of the book, 
1 bm. Promised You a Rose Garden (Green, 
the 4), relates to an instance in the book where 
th therapist somewhat angrily denounces 
dm demands being made on her as being out- 

* the contract. 


APPLICATION TO HOSPITAL PSYCHIATRY 


Bruggen (1970) has made repeated and de- 
n analyses of the contract one of the main- 
“YS Of treatment in the adolescent unit at 
pos Hospital, Herts. 
"itish general psychiatry, on the other 
ern o igs tended to follow the German pat 
eeyo attributing considerable importance o 
Spera diagnosis. In the confusion, often 
likada in attempting to study j aie 
Some T one is inevitably forced to formu ate 
dia Classification. The standard psychiatric 
Bnoses have usually been adequate enough 


taj 


han 
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from the point of view of phenomenological 
classification and medical treatment. This 
classification implies groupings of signs and 
symptoms, may imply aetiological factors, 
and is expected to be a guide to appropriate 
treatment, although the reliability of these 
has been brought into question by Copeland 
et al. (1971). 

Theabove implies a number of assumptions. 
It implies that all patients come to hospital 
for treatment on account of illness. It second- 
arily may imply that treatment is dictated 
by doctors, that nurses are involved in 
carrying out doctors' requests, and therefore 
that nursing skills are limited to the under- 
standing and practice of procedures prescribed 
by doctors. If these assumptions do follow, 
one should be able to further assume that, 
providing individual patients are under the 
care of a specific doctor, and providing the 
ward sister or charge nurse is adequately re- 
sponsible for the running of the ward in its 
day-to-day matters, no problems should 
arise. This, of course, demands that effective 
methods of treatment are readily available 
and easily applicable. 

The scatter of distress presented at an acute 
admission ward, the high rate of patient turn- 
over, and the crisis needs of many patients 
often expose the above assumptions as quite 
irrelevant in this situation. The need to take 
account of, and increase sensitivity to, social 
and interpersonal factors has become in- 
creasingly apparent. The wider use of acute 
admission wards has certainly been mourned 
by some. Atkin (1959) noted that the admission 
rate to his hospital had more than sextupled 
in the previous 30 years. He recommended 
that patients should only be admitted if (a) 
the treatment required can be carried out only 
on an in-patient basis, or (b) the patient is 
dangerous and society cannot tolerate his 
severely disturbed behaviour. - 

Ofcourse, the acceptance or rejection of such 
a point of view depends on one’s conceptual 
framework and service facilities. However, 
perhaps it does at least need to be recognized 
that many patients are not admitted for these 


284 


reasons, and that even the decision to admit 
patients may not be primarily based on the 
diagnosis or degree of disturbance (Mendel 
& Rapport, 1969). Mendel has studied factors 
which influence the decision to admit patients 
to hospital. He showed not only that symptom 
severity and diagnosis were not major factors 
in the decision to admit, but also that the pro- 
fessionals involved had been unaware at the 
time of the factors which did influence their 
decisions. This says something about the 
contract between a ward, its referring agents 
and its clients. It seems to me to raise 
the question whether some additional classi- 
fication is not needed in the management of 
patients who are often admitted during crisis. 
In order to consider this it would seem appro- 
priate to examine some of the contractual 
understandings within such a ward. 

The service function of an acute admission 
ward is dependent on hospital policy, service 
demand, but also on the contractual under- 
standing within the particular team of psy- 
chiatrists, nurses and other professionals 
running the ward. This may influence such 
factors as rate of admission and its purpose. 
The problems which can arise as a result of 
the internal structure have been vividly de- 
scribed by Main (1966). He notes in relation 
to a period of extensive re-examination of 
functioning in the Cassel Hospital: *It soon 
emerged that many hospital roles and their 
emergent procedures had little relevance to 
and some seemed actually to be at variance 
with our declared aims.' Jungman & Bucher 
(1967) studied the interactions in two compar- 
able wards, with similar aims in two mental 
hospitals. In one of the wards the social struc- 
ture was clear but authoritarian; in the other 
it was permissive but confused. He demon- 
strated clearly the importance of order and 
social structure within a ward, and its explicit 
definition. A similar plea was made by Wood- 
side (1968) in a study of the first year's working 
of an admission unit. 

It seems clear to me from these examples 
that the functions a psychiatric ward (and 
therefore its staff and patients) is expected to 
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fulfil may vary depending on many factors. 
Although a ward may be designated as à 
general psychiatric acute admission ward, the 
use made of it by the parent hospital, com- 
munity, psychiatrists and other professions 
will be dependent on geographical, social, con- 
ceptual and other factors. The variation is 
likely to be greatest in the area in which 
psychiatrists’ opinions diverge most, namely in 
the management of the psychoneuroses and 
personality disorders. This group of patients 
poses the greatest management problem for 
nursing staff, particularly if their function 15 
poorly defined. An attempt to define the 
functions of the ward for staff and patients, 
and encourage patients to define their own 
needs, therefore seems to me to be an essential 
preliminary to in-patient treatment. 


CONCLUSION 


In a previous paper (Cooklin & Kerr, = 
some of the problems in achieving a — 
with long-stay patients in the day hospi? 
was discussed. 

The aim of this paper has be ; 
various facets of the ‘contract’ in relatio - 
everyday life, psychiatry, and specifically [n 
chiatric wards. It has been pointed out yos 
different institutions employ contractual n 
derstandings which may vary ra ages 
and that this may not be specifically a 
nized. It is suggested that a study of sta" * 
patients’ assumptions, and the gap © 
these, could be valuable in improvi P ai- 
functioning and relevance of an acute ? 
sion ward. 

In a subsequent paper the pro?" a 
specific admission ward are conside sa 
relation to the above considerations: ing the 
velopment of an instrument for study rag 
contract is described as well as an intro 
period of its application. 


en to consider 
n to 


blems of ? 


SUMMARY uu 


c 
« Con" as 
Some aspects of the therapeutic ^ eco 
i i a 
psychiatry are discussed. The pone aiy um 
tract’ is discussed in relation to ore! 
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relations, Psychotherapeutic treatment situations, 
and general Psychiatry. Illustrations from the 
literature are drawn from a wide range of sources. 
The author concludes that examination of the 
Stal-patient contract is needed in acute psychiatric 
admission w ards, i 


285 


ACKNOWLEDGEMENT 


Thanks and appreciation are due to Dr A. D. 
Forrest for his encouragement in considering these 
matters, and for his encouragement and help in 
the project to be reported subsequently. 


REFERENCES 


ADAMS, P, L, & McDosaLn, N. F. (1968). Clini- 


cal cooling out of poor people. Am. J. Ortho- 
Psychiat. 38, 457-463. 
ATKIN, I. (1959). Why admit to mental hospital? 
Br. med. J. i, 293-296, 
BERNE, E. (1962). Games People Play. London: 
Deutsch, f 
Brown, J, S. & KosterLiTZ, N. (1964). Selection 
and treatment of psychiatric out-patients. 
on gen. Psychiat, 11, 425-438. ; 
JGGEN, P. (1970). Report on the First. Year's 
Pc of the Adolescent Unit, Hillend Hospital. 
NUN, A.l. & Kerr, G.I. H. (1972). Two 
Years’ experience of the development of nurses? 
Toles in a rehabilitation day hospital. /nr. J. 
, 9C. Psychiat, (in press). 
OPELAND, J, R. M. et al. (1971). Differences in 
the Usage of diagnostic labels amongst psy- 
Chiatrists in the British Isles. Br. J. Psychiat. 
. 18, 629-640, 
ERRIS, P, (1967), The Doctors. Harmondsworth: 
po euin Books. 
"RESI, A, D, (1967), Can we afford. mental 
sp ath ? Scottish med. J. 12, 129-137. 
NK, J. D. (1960). Persuasion and Healing. Lon- 
herr Oxford University Pres. — : 
NK, J, D. er al. (1959). Patients’ expectancies 
and relearnine as factors determining improve- 
Ment in psychotherapy. Am. J. Psychiat. 115, 
961-968, : 


i (1956). The Presentation of Self in 
burgh s; Life. Edinburgh: University of Edin- 
ien Social Sciences Research Centre. " 

~ Ns H. (1964), 7 Never Promised You a Rose 
te KC, London: Gollancz. —" 
tion : & Hansen, D. A. (1960). "The Ment in 
Stu jc conceptual frameworks utilized in famil) 
m va Marr. Fam. Living. November. “i 
"ENDER, M, H, (1964). Selection of patients 
"al definitive forms of psychotherapy. Archs 
77 Psychiat, 10, 361-369. 


He 


JUNGMAN, L. & BucneR, R. (1967). Ward struc- 
ture, therapeutic ideology and patterns of 
patient interaction. Archs gen. Psychiat. 17, 
407-415. : 

Lain, R. D., PHILLIPSON, H. & Ler, A. R. (1966), 
Interpersonal Perception. London: Tavistock 
Publications. 

Levinson, D. J. et al. (1967). Becoming a patient, 
Archs gen. Psychiat. 17, 385-406. 

Matin, T. F. (1966). Academic address, Third 
Annual Congress, Australian and New Zealand 
College of Psychiatrists. 

MENDEL, W. & RAPPORT, S. (1969). Determinants 
of the decision for psychiatric hospitalization. 
Archs gen. Psychiat. 20, 321-328. 

MENNINGER, K. (1958). Theory of Analytic Tech- 
nique. New York: Basic Books. 

Rapoport, R. (1967). The study of marriage as 
à critical transition for personality and family 
development. In P. Lomas (ed.), The Predica- 
ment of the Family, London: Hogarth Press. 

SANDLER, J. cr al. (1970). Basic psychoanalytic 
concepts. ll. The treatment alliance. Br. J. 
Psychiat. 116, 555-558. 

SitGLER, M. er al. (1969). Laing’s models of mad- 
ness. Br. J. Psychiat. 115, 947-958. 

Sirra, R. (1934). The fate of the ego in analytic 
therapy. /nt. J. Psycho-Anal. 15. 117-126. 

Szasz. T. S. (1958). Scientific method and social 
role in medicine and psychiatry. Archs inr. Med. 
101, 228-238. 

Tyson, R. L. & SANDLER, J. (1971). Problems in 
the selection of patients for psychoanalysis: 
comments on the application of the concepts of 
‘indications’, "suitability" and "analvsability ". 
Br. J. med. Psychol. 44, 21 1-228, 

WooDsiDE, M. (1968). Are observation wards ob- 
solete? Br. J. Psychiat. 114, 1013-1018. 


Mis gh 


Br. J. med. Psychol. (1973), 46, 287 
Printed in Great Britain 


287 


Construct shift in the treatment of a case of homosexuality 


By R. A. SKENE* 


Probably the most prevalent mode of psy- 
chological treatment of sexual deviants refer- 
red to psychiatric hospitals by the courts has 
been aversion therapy based on learning 
theory, Most attempts have been aimed at 
extinguishing the undesirable behaviour pat- 
Ras although it is realized that encourage- 
Ment of more acceptable patterns is also 
essential. 

In this respect Kraft (1969) has suggested 
that one aspect of sexual deviations may be 
heterosexual anxiety rather than a desire to 
‘iat “same-sex relationships’. His approach 

35 emphasized social anxiety as being basic 
to behaviour problems. In this respect his 
Writings emphasize a psychotherapeutic ap- 
Proach as the prerequisite for embarking on 
à behaviour modification programme based 
on learning theory. 

x his paper aims to show how the nature 
era arri homosexual behaviour was 
fap in the light of being comparable 
aid to such a concept of social anxiety, 
i oy Kelly’s Fixed Role therapy was used 
nii case. It discusses how the underlying 
a lea lets Were tackled within the concept of 
arning situation such as provided by Fixed 
ole therapy and how this was applied as 

'* model for treatment. 


or 


Method of approach 
Nes Views of Kelly (1955) regarding i 
rom e of personality are in many ways a brea 
traditional psychoanalytic theory and 
const learning theory. His theory of epe 
Up ua suggests that the individual sets 
eri. POtheses regarding his immediate ex- 
e Nee which are subject to modification 
pendent on personal reactions (see Banni- 
Bren, chology Department, Warley Hospital, 
9od, Essex. 


ster & Mair, 1968). Inappropriate or mal- 
adaptive social behaviour may be explained 
as the inability to modify part of one’s 
construct system when this is related to a 
social confrontation. In learning theory terms, 
such a social situation may arouse anxiety. 
Along such learning-theory lines, Kraft re- 
duces the main component of maladaptive 
behaviour to social anxiety. 

The point being put forward is that both 
Kraft's learning theory approach and Kelly’s 
system of personal constructs reduce mal- 
adaptive behaviour to the same component 
of interpersonal discomfort, although looked 
on from different viewpoints. 

One method suggested by Kelly for eliciting 
personal constructs is to obtain the names of 
several persons in the individual's experience, 
presenting him with three and asking him to 
explain why he would sort out two that are 
alike in some way and different from a third. 
This is repeated for several variations until 
a list of basic personal constructs is obtained. 
All the elements (the names of the persons) 
can then be arranged in rank order for cach 
construct and significant correlations between 
constructs obtained. This may highlight in- 
congruity in constructs and conflict areas 
within the individual. 

Having obtained the individual's constructs, 
together with his self-account as seen by a 
third person, a role-sketch can be drawn up 
such as to be, not the opposite, but orthogonal 
to the individual's current construct system. 
In Fixed Role therapy he is encouraged to 
play-out this sketch for a few weeks with the 
aim of developing awareness of possibilities 
for change and an enlargement in his construct 
boundaries. 

In the case to be described, this method 
was carried out and the original Kelly Grid 
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repeated from the patient's own constructs, 
with the result that there were significant 
changes. Six months after this model of 
therapy the patient constructed his own grid, 
which is presented. 


CASE HISTORY 


The patient was a 19-year-old male ad- 
mitted to hospital following his second court 
appearance for homosexual behaviour with 
adolescent boys, none of whom he had met 
before. He had been the active partner. After 
his first court appearance two years before, 
he had spent nine months in a subnormality 
hospital. He was the only one in the family 
and reported to be on good terms with both 
parents. His mother had tended to 
protect and over-indulge him. 

On psychological tests he was of borderline- 
subnormal intelligence (IQ 77 on Full Scale 
Wechsler Adult Intelligence Scale). He was 
very defensive, presenting himself in a good 
light. His attitudes were conventional and he 
tended to be submissive to authority (Dynamic 
Personality Inventory). He was exhibitionistic 
and extraverted, but at the same time felt 
inadequate socially. No effective disorder was 
evident. 


over- 


The Kelly grid before Fixed Role therapy 

A Kelly Repertory Grid was employed to 
investigate his attitudes towards sex. Persons 
in his experience were not used as elements 
on account of his considerable suspiciousness 
and defensiveness. The photographic pictures 
from Bannister & Fransella's (1966) grid were 
used instead. Most of the constructs were 
derived essentially from the interview with 
him about his problem. They were: like me 
at the moment. money-grabbing, I don't like, 
anxious, my ideal self. like to be friends with. 
not liked by people. guilty, rough type, kind, 
attracted to the same sex. attracted to the 
opposite sex, manly, get me into trouble, 
good to stay with. happy-go-lucky, ugly. 

Significant correlations between constructs 
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Table 1. Before treatment 


He construed those 
people who are most: 
anxious 


like me at moment 


money-grabbing 


those liked by mother 


those most anxious 


my ideal self 


I'd like to be friends 
with 


not liked by people 


most guilty 
most kind 


most happy-go-luck y 


most manly 


good to stay with 


Tn wa: P< 
Level of significance: / 


as being like those 
people who are most: 


like I am 

I don't like 
liked by mother 
my ideal self 


money-grabbing 
people 1 most like 
like to be friends with 
liked by people 
manly 
I'd like to be 
guilty l 
not good to stay with 
rough types 
liked by people 
most guilty 
not ugly 
not ugly 
those I'd like to be 
friends with 
get me into trouble 
I'd like to be friends 
with 
guilty 
not most manly 


guilty 

not kind 

not manly ah 
not good to stay S 
rough types 

ugly 


happy-go-lucky 
not rough 

not ugly 

not rough 
liked by peop!? 


w 
not those who 
rout 


ould 


à ple 
get me into t 


not rough 
not ugly 

es 
not rough (P* 


0:05. 
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are shown in Table 1, in which P « 0-05 was 
considered the level of significance. 

. The findings from the grid were formulated 
into the following interpretations. He had 
Some confusion in his sexual roles. He did 
not differentiate homosexual from hetero- 
sexual feelings and he identified with neither. 
Homosexuality therefore did not exclude 
being attracted to the opposite sex. Nonethe- 
less, he saw some differences in the two 
Sexual roles; homosexuality implied being 
quite manly and happy-go-lucky, but getting 
one into trouble. Being manly was construed 
With anxiety. On the other hand, being 
heterosexual was construed with his being 
taken advantage of financially. He also put 
the Concept of *money-grabbing' at his own 
door, and this too was construed with 
anxiety, He felt that he experienced no guilt 
and Would not like to change. He would have 
liked to have friends who were socially 
acceptable and liked by his mother. 


Model of therapy 
A danger lies in attempting to formulate 
these findings in terms of a preconceived, 
theoretical framework, which is the antithesis 
of Kelly's system. It would, however, seem 
Justified from the grid to conclude that the 
Patient’s sexual orientation lacked definition. 
His relating to the opposite sex was associated 
With anxiety and his having to spend his 
Money. Homosexual feelings also created 
anxiety, In other words, there seemed to be 
à conflict, and the nature of this patient’s 
haviour did not solely arise from a homo- 
Sexual desire, 
herapy was aimed at providing an alter- 
native construing of his relating to the 
SPPOsite sex and thus reducing the conflict. 
he àim was to reduce his social anxiety as 
enderstoog by the previous explanation of 
"S. It was decided therefore to attempt 
"Pais Role therapy. Awareness of the gue 
lity of a change in his construing through 
tensive role-playing might develop. The 
haracter to role-play was sketched with his 
“P, as follows, The patient wrote à brief 
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self-report as someone else would look on 
him - * Well [he] is a nice boy but gets bad- 
tempered some times. He is a good sportsman. 
He likes table tennies football. He had a lot 
off jobs. He got good mother and father I no 
he likes them. He sings to the old people and 
helps them out. He gives up he's time to do 
that. Allso he is very happy in hospital. On 
Sunday he comes round with Mum and Dad 
too have a game cards and he allway win.’ 

A character was then created to be ortho- 
gonal to the actual self-portrait of the patient, 
utilizing his exhibitionistic traits within a 
secure social role. 

*John Jones' was presented as a bearded, 
hearty, jolly, very happy-go-lucky chap. He 
is very talkative, but is also a good listener 
and is generally casual in conversation, always 
agreeing openly with others. He is interested 
in current affairs and likes to discuss the 
Common Market. He likes the Chinese. He 
is a good sportsman and enjoys walking. He 
organizes sporting activities with other patients 
in the hospital and strives always to win at 
any game. He becomes bad-tempered with 
himself when he loses. He also likes to enter- 
tain and enjoys dancing and playing records. 

It was decided that this role of John Jones 
would be played intensively for six weeks and 
that the patient would look at the character- 
sketch at least twice daily during this therapy. 
He was to keep secret the fact that he was 
only playing the role of John Jones. The 
patient was seen for twelve interviews during 
his role-playing to rehearse different aspects 
of the role and to resolve any difficulties 
which John Jones encountered. He also kept 


a diary of his activities. 


Behaviour during Fixed Role therapy 
During the Fixed Role therapy it was rather 
surprising that the patient encountered re- 
latively few difficulties. He did not play John 
Jones on weekend leave with his parents. He 
became very active in the hospital social centre 
and in some of the hospital's sports and games 
clubs. One of the first activities which he 
organized in the social centre was a game in 
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which some of the other male and female 
patients exchanged or wore their coats, 
jackets, cardigans inside out. This may be of 
some interest, as it might show his interest 
at this stage in viewing different roles with 
regard to others. He learned dancing from 
one of the social therapists on his own 
volition. 

It was decided to cease the aspect of his 
role which involved discussing the political 
situation, not because he met with hostile 
reactions, but because he found it very 
difficult to find anyone in the hospital in- 
terested politically. One problem that arose 
was when he read in the newspaper of a court 
case in which several policemen were convicted 
of theft. The attitudes of John Jones towards 
this were discussed at length with regard to 
other authoritarian figures also playing some 
form of a role. During the role-playing he 
bought himself a moped and subsequently 
made friends with others his own age near 
his home who also had mopeds. He partici- 
pated with them in ‘chatting up’ girls in 
nearby cafés. He felt that his acquiring a 
moped was important to his role. 

The enthusiasm which John Jones experi- 
enced through acquiring friends of his own 
age inspired him to begin going steady with 
a woman, outside the hospital, of about his 
own age, which he never did before. They 
went out together for several months, each 
“going Dutch’ and he said that he demon- 
strated his affection towards her. (It was 
only after the Fixed Role therapy that the 
patient confided that the situation with regard 
to his girl-friend was complicated in the sense 
that she was separated from her husband.) 

After the role-playing period it was sug- 
gested to the patient that he might cease 
playing the role so intensively and resort to 
a role which he found personally agreeable, 
He continued as happy-go-lucky, interested 
in sports and in entertaining, but apart from 
this abandoned the John Jones character, He 
was then seen fortnightly for surveillance on 

eight occasions, but he continued to play 
John Jones, although less intensively, as he 
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said that this character was ‘great’ and more 
like he felt he really was. He described the 
role as ‘just like a play that went off well’. 
He was subsequently considered fit for dis- 
charge from hospital and assessment was 
made with regard to his vocational suitability. 


Changes in construct system following 
Fixed Role therapy 

The same Kelly Repertory Grid was ad- 
ministered to the patient six months after- 
wards. Significant correlations between con- 
structs are shown in Table 2. 

This was compared statistically with the 
original to ascertain significant construct 
changes (by Garrett’s significance of the 
difference of correlations in which P < 0:05 
was considered the level of significance). 


Table 2. After treatment 


as being like those l 
people who are most: 


He construed those 
people who are most: 


anxious 

like me at moment liked by mother 
kind 

money-grabbing I dislike 


not liked by mother 
not like to be friends 


I dislike most get me into most tro 


rough types 
those liked by mother kind 

happy-go-lucky 
my ideal self kind 

manly 
I'd like to be friends happy-go-lucky 


with good to stay with 


not liked by people not happy-go-lucky 


Most guilty get me into trouble , 
not good to m g^ 

most kind attracted to oppo* 

most happy-go-lucky = 

most manly = - wit 

get me into trouble not good to $ 


ugly 
good to stay with ro 


.05. 
Level of significance: P < 00 


uble 
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He felt more attracted to the opposite sex; 
he wanted to be like this and this was asso- 
ciated with less anxiety and less with his 
Betting into trouble: he considered that his 
mother liked him more and that he felt less 
anxiety about how he construed persons she 
liked; he also felt less anxious about himself 
and did not see himself getting into trouble 
as before; he was less preoccupied with money- 
grabbing people. In other words, he construed 
heterosexuality more positively. When asked 
his Own views of how things appeared different 
to him, he stated that he could now go out 
and meet people adequately and that they 
did not run him down now. 

In the grid, however, there was still the 
association between heterosexuality and ho- 
MOsexuality. In other words, his sexual 
Orientation was still undefined, but the patient 
Wished, and was able, to relate better to the 
OPposite sex and he felt less anxious in his 
current Construing. The findings therefore 
Indicated that his social anxiety had been 
alleviated to some extent and that he felt 
More motivated for change. 

€tsonality testing showed that he had 
$come more outgoing and sociable and that 
'S attitudes had become less conventional; 
© Was more flexible and less deferent to 
authority, He adopted sexual roles to a greater 
extent, although these were basically of a 
minine identification (as seen from the 
ynamic Personality Inventory). 


Follow-up 


The patient was followed up five months 
“tet. He had obtained a job in a warehouse 
Ich he enjoyed and where he was keen to 
etter his position. He had several ‘mates’ 
9 Visited him at home and whom he visited, 
Hoe Sut drinking with and who repaired one 
in her's car, They were contemplating md 
ang * Pop group. He had joined a sports clu 
«vent out socially to different activities. 
shi, 8itl-friend was not continuing her relation- 
R P with him, as she and her husband had 
tean © to some form of reconciliation. He had 
“ted to this by having been depressed and 


tearful (‘The only girl I’ve ever cried over’), 
but was contemplating courting another girl. 

A new grid was constructed by him, using 
his own elements as well as constructs, namely 


Elements Constructs 

Garry like the opposite sex in the usual way 

Margaret full of jokes 

Pat only interested in sport 

Sylvia I think is the greatest 

John who made/makes me most happy 

Peter sex mad 

Charlie most likely to settle down to Married 
life 


Jeanette most like me at the moment 


The findings from this were that he cur- 
rently construed himself as like people who 
are attracted to the opposite sex in the usual 
way. Such people were full of jokes, were the 
greatest, made him happy, sex mad and most 
likely to settle down to married life. The 
concept of being only interested in sport was 
not related to this state. 

There had been no reported episodes of 
homosexual behaviour since the patient's 
discharge and his adjustment might be 
considered as of a more improved, hetero- 
sexual nature. 


DISCUSSION 


This patient was not receiving any medi- 
cation and the main psychological treatment 
he received was his own playing of a Fixed 
Role. The initial repertory grid suggested that 
his sexual problems were not just confusion 
in sex roles but also interpersonal anxiety. 
No attempt was made to focus on his homo- 
sexuality as such. The changes which emerged 
on the grid, after therapy, reflected increased 
social competence. Heterosexuality became 
less associated with anxiety. There was, how- 
ever, still the association between heterosexual 
and homosexual feelings at the end of the 
Fixed Role therapy. Nonetheless, the per- 
ceived reduction in heterosexual anxiety had 
encouraged more heterosexual behaviour and 
thus resolved some of the conflict in his 
sexuality. The therapy had effected a change 
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in his social competence. Such a therapeutic 
aim can be achieved also through a behaviour 
therapy approach or through a psycho- 
therapeutic approach (see Bonarius, 1970), 
but the advantages of such a Fixed Role 
therapy in this case, together with construct 
changes, would seem to lie in the fact that 
the patient himself feels that he is embarking 
on an adventure and that he feels he is in 
control. Furthermore, the patient's attitudes 
changed in that he felt himself worthwhile 
in his own right. This patient's extraversion 
and exhibitionistic traits, together with the 
absence of intellectual discussion which would 
have been beyond him, may explain to some 
extent why he found a role amenable. He was 
not depressed, unduly anxious or showing 
neurotic symptoms. 

The use of a Kelly Repertory Grid to 
elucidate the conflicts in the personal con- 
struct system in such a patient has been 
shown, together with changes in construct 
system on two more grids after Fixed Role 
therapy. It may be suggested that the second 
and third repertory grids were indices of 
therapeutic change and improvement. 
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Fixed Role therapy is à relatively new 
innovation in the psychiatric field and there 
have been very few reports of its application. 
This paper may show its practicality even with 
intellectually borderline-subnormal patients 
and that it can be applied within the setting 


of the psychiatric hospital. 


SUMMARY 


The discussion of how Kelly's Fixed Role 
therapy was applied in the treatment of male 
homosexuality in an intellectually borderline- 
subnormal, court-referred patient. Comparison 
is made in his construct system before and after 
therapy. The basic problem emerged as lure 
parable to what is often described as social 
anxiety. 
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The psychological investigation and treatment of auditory 
hallucinations: a second case report 


Bv P. D. SLADE* 


Auditory hallucinations — the experience of 
hearing non-existent voices, which are un- 
willed and occur spontaneously — probably 
Tepresent one of the more bizarre phenomena 
in the psychiatric field. They occur in both 
functional and organic states, and in schizo- 
phrenia are found more commonly than their 
Visual counterpart. Generally they respond 
well to phenothiazine medication, although 
this is not always the case. 

Ina previous communication (Slade, 1972) 

the experimental investigation and behav- 
loural treatment of a patient with auditory 
hallucinations were described. Evidence was 
found suggesting that the experience of audi- 
tory hallucinations in this patient was essen- 
tially a stress response, the abnormal experi- 
ence occurring in situations in which the 
Patient experienced feelings of tension and 
anxiety, The effects of a course of systematic 
desensitization treatment, which led to a 
general decrease in tension, anxiety and 
Telated parameters and to a decrease in the 
frequency of voices, were consistent with such 
4 hypothesized mechanism. 
. What follows is a report of a second patient, 
investigated in a similar manner, and the 
effects of the psychological treatment sug- 
8ested by the investigation. 


GENERAL APPROACH 


Ns general approach currently being 
tho ced is aimed initially at trying to identify 
SE, factors which precipitate the experience 
auditory hallucinations. 
"he assessment procedure involves hav 
Patients complete an Auditory Hallucinations 
* 


aving 


Eó The Royal Free Hospital, Gray’s Inn Road, 
ndon WC1X 8LF. 


Record Form three times a day (at lunchtime 
for the morning session, at tea-time for the 
afternoon session, and at bedtime for the 
evening session) for a period of a few weeks. 
On this form the patients record whether they 
have heard any voices during the particular 
session and then rate a series of environ- 
mental and mood state variables on a seven- 
point rating scale. The ratings of environ- 
mental and mood state variables are then 
compared for the two sets of occasions (i.e. 
presence and absence of voices). For a more 
detailed description of this procedure the 
reader is referred to the previous article 


(Slade, 1972). 


The case 

Mr S.J., aged 19 years, was first admitted to 
hospital at the age of 18. On examination a set of 
delusional beliefs were elicited. He believed that 
he was in telepathic contact with his brother at 
all times and that he had the power to influence 

cople to do things he wanted. He complained 
of thought-blocking and thought-insertion and 
of both auditory and visual hallucinations. He 
exhibited signs of both flattening and incongruity 
of afiect. 

The episode which led to his admission appeared 
to have its beginning fairly soon after a party 
given by his brother in the parents’ absence. At 
this party the patient had his first and only sexual 
experience, with a Swedish girl. After this he 
attempted intercourse with a French girl, but 
failed and was beaten-up by rivals at the party. 
The following morning he claims to have been 
humiliated and taunted by the girls 
staying in the house. Following this experience, 
the patient's behaviour, both at home and at 
school, began to deteriorate markedly and he 
started to experience abusive and accusatory 
auditory hallucinations. These voices were always 
experienced inside his head, varied in number, 
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and sometimes spoke to and sometimes about, 
him. 

The patient was put on phenothiazine medi- 
cation, to which he responded reasonably well. 
For purposes of the present study the patient was 
first seen 11 months after admission to hospital, 
at which time all florid psychotic symptoms had 
disappeared, apart from the auditory hallu- 
cinations. 

The patient had attended grammar school from 
age 11 till just before the time of his hospital 
admission, having passed six of the eight ‘O° 
level GCE subjects taken. Psychometric testing 
indicated: Mill Hill Vocabulary IQ, 126+; 
Progressive Matrices 1Q, 126+. 


Assessment procedure and results 

Mr S.J., after being given careful instruction 
and training in filling out the record form, com- 
pleted the form on 104 occasions during a five- 
week baseline assessment period. The first 83 sets 
of forms were used for initial statistical analysis, 
involving 10 occasions on which voices were 
reported present and 73 occasions on which they 
were reported to be absent. A multiple discrimi- 
nant function analysis was then conducted on the 
six ‘environmental’ and 10 ‘mood state’ seven- 
point rating scales using two levels (i.e. presence 
and absence of voices). Multiple discriminant 
function analysis was used because it was felt 
necessary in the first place to determine whether 
the total environmental and mood state attendant 
on the experience of auditory hallucinations could 
be distinguished from that characterizing their 
absence. The first latent root was significant at 
the 0-01 level, confirming the fact that the two 
states could be distinguished. 

Of the ten individual ‘mood state’ scales, 
significant differences between ‘presence’ and 
‘absence’ occasions were obtained for four of 
them. When hearing voices, the patient reported 
himself as being: (1) more tense (P < 0-01), 
(2) more desperate (P < 0:001), (3) less able to 
concentrate (P « 0:001), (4) less able to think 
clearly (P « 0:001). 

Of the six individual ‘environmental’ scales, 
significant differences between 'presence' and 
‘absence’ occasions were obtained for three of 
them. When hearing voices, the patient reported 
that: (1) his surroundings were noisier (P — 
0-001), (2) more people were present (P « 0:02), 
(3) he was less often talking to someone 
(P « 0:05). 
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On the basis of these differences, the following 
tentative formulation was derived, namely that 
Mr S.J. was more likely to hear voices when in 
a state of relatively high internal arousal, in & 
noisy, crowded situation in which he himself was 
unlikely to be engaged in conversation. With 
respect to the first part of the formulation, it is of 
interest that two of the four mood-state scales 
producing significant differences were concerned 
with his cognitive rather than emotional state. 
It became clear as the study continued that the 
patient had great difficulty in recognizing and 
reporting on his emotional state, a point to which 
I will return later. With respect to the second 
part of the formulation, the patient Mp. 
feelings of tension and anxiety in a variety 0 
social situations (these situations were all con- 
cerned with meeting small groups of people y^ 
feeling obliged to talk to them). However d 
denied feeling anxious in noisy or crow e 
situations. 


Treatment procedure 


As it was intended to avoid any connexio" 
between the investigation of the patient's tmi 
hallucinations and the psychological d d 
the patient was interviewed from the statt f 
his anxieties by a second psychologist: jous 
18-item anxiety hierarchy, dealing with be the 
social situations, was elicited with the help "i by 
patient. These situations were rank-ordere ob- 
the patient and fear-thermometer estimate ip- 
tained, i.e. they were rated on a 100-point xiet 
jective anxiety scale, ranging from 0 = noan 
to 100 — maximal anxiety. i in 

The patient was then given Lr à 
Jacobson's progressive relaxation techniq? ati : 
lowed by a course of imaginal desensiti?® jod 
Thirteen sessions in all were given over 2 of "s 
of four weeks, at the end of which the pe zero 
fear-thermometer estimates had dropp® uency 
on all items. No apparent change in the a ro- 
of his voices followed this treatmen 
cedure. 

At this stage it was decided to ett 
in vivo desensitization, for several : 
(1) The situations said to be anxiety Pr 
by the patient differed slightly from : gi in the 
gested by the analysis of the record form" 


t som 


ind 
unti? 

* I would like to acknowledge the out the 
efforts of Miss M. Vaughan in cartyin 
treatment procedures. 
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imaginal desensitization treatment only situations 
complained of by the patient had been included. 
Q) Although fear-thermometer ratings fell to 
Zero very quickly, the patient did not appear 
outwardly to be very relaxed. (3) In at least one 
Situation, a discrepancy between the patient's 
verbal report and his behaviour was noted; the 
Patient said he felt very relaxed while appearing 
quite tense and anxious. Consequently a pro- 
gramme of in vivo desensitization was instituted, 
involving outings with the psychologist. Initially, 
these involved increasingly noisy and busy situ- 
ations and then latterly focused more on social 
Situations, e.g. going to the pub, buying drinks, 
Speaking to strangers, etc. In addition, other 
Psychologists, both male and female, were gradu- 
ally introduced into the treatment situation. Ten 
Such outings took place during a 10-week period. 
At the same time brief sessions of relaxation 
training were undertaken, as it was felt that the 
Patient had never achieved any great degree of 
relaxation during the imaginal desensitization 
Sessions, A pulsometer was used in this training, 
So that changes in the patient's state of relaxation 
Could be observed directly, and to provide the 
Patient with some feedback (albeit crude) which 
ight facilitate the process of learning to recog- 
nize and differentiate between feelings of tension 
and relaxation, In general, initial heart rates 
ngen between 95 and 110 beats/minute. As à 
ess of the feedback, the patient was able to 
‘duce this to a level of 80 beats/minute or less 
Within the course of a session. Nineteen such 
Sessions were given during this period. 
fa Finally, a five-week follow-up period was under- 
foe during which the patient was only seen 
tidi times. At no time was the patient given any 
ication of a connexion between the treatment 
Procedure and the investigation of his auditory 
allucinations. 
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Results 


The effects of treatment on the frequency of 
auditory hallucinations. The mean percentage 
occurrence of reported voices for the various 
periods of the study is shown in Table 1. As 
the in vivo desensitization procedure lasted 
twice as long as any other regime, it has been 
subdivided into two equal periods of five 
weeks each. 

As Table | indicates, no appreciable change 
occurred in the frequency of the voices be- 
tween the baseline assessment and the imaginal 
desensitization phases, while the introduction 
of in vivo desensitization produced a marked 
decrease in the percentage occurrence. As in 
the previous case, further improvement 
occurred during the follow-up period. 

The effects of treatment on the *environ- 
mental’ and ‘mood state’ scales. The baseline 
assessment ratings and those of the imaginal 
desensitization period were combined, as no 
difference in the frequency of voices had been 
observed between these two periods. This 
combined period (involving 185 occasions in 
all) was then compared with the total period 
of in vivo desensitization (involving 207 
occasions in all). The following significant 
changes were found: 

Environmental. (1) There were more people 
present @= 2:92; P< 0-01). (2) He was 
more often talking to someone (t = 463; 
P < 0:001). 

Mood state. (1) He was more able to con- 
centrate (t = 5:49; P < 0:001). (2) He was 
more able to think clearly (t = 4:93); 


P < 0:001). 


Table 1. Frequency of auditory hallucinations 
No. of Occurrence 

o. Š 

s 3 occasions of voices 
occasions voices heard (96) 

Regime 

12 11:54 
Baseline assessment r- 9 11-11 
Imaginal desensitization 103 6 5.82 
In vivo desensitization 1 e» 4 3:85 
In vivo desensitization 2 on 2 1:91 


Follow-up 
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The two significant environmental changes 
noted by the patient would seem to reflect 
accurately what was being done in the treat- 
ment procedure; he was being exposed to 
more people to whom he was being encour- 
aged to talk. With respect to the mood state 
changes, it is of interest that only the two 
cognitive-type scales produced significant 
differences, in the direction of improvement in 
his mental state. 


DISCUSSION 


The main focus of interest was the elucida- 
tion of psychological mechanisms underlying 
the experience of auditory hallucinations. In 
an initial investigatory period evidence was 
found suggesting that the patient's voices 
tended to occur when he was in a state of 
high internal arousal produced by exposure 
to a variety of social situations. Treatment 
involving gradual exposure to these situations, 
while in a relaxed state, led to a lowering of 
the patient's general arousal level, together 
with a gradual decrease in the frequency of 
recorded voices. The mechanism in this 
patient was therefore apparently similar to 
that delineated in the previous reported case. 
However, there are certain differences and 
similarities which are worthy of discussion. 

First, whilethe previous patient was success- 
fully treated with a course of imaginal 
desensitization, the present patient did not 
respond to desensitization in imagination. 
The most likely appearing explanation of this 
failure in the present patient hinges on the 
observation that he had difficulty in recog- 
nizing and reporting changes in himself of an 
autonomic nature, e.g. tension, anxiety, etc. 
In contrast, he appeared to experience dis- 
comfort in cognitive terms, as shown by the 
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fact that during both assessment and treat- 
ment periods the occurrence of voices was 
associated with concentration difficulties. 
There was therefore considerable doubt about 
how effectively the imaginal desensitization 
programme had been carried out, reliant as 
it was on the accurate reporting by the patient 
of his anxiety response to various imagined 
situations. The in vivo desensitization pro- 
gramme, which was considerably more effec- 
tive, is not nearly as dependent on reliable 
subjective report. With other patients of on 
type, it is clear that some objective, externa" 
measure of anxiety is required (e. pae 
physiological indices), as was used during t^! 
second phase of treatment. 

In the second place, the prese 
like the previous one, had been ree saat 
trifluoperazine medication daily throug ais 
the period of the study, and, like the prev! dé 
one, his dosage had been reduced RI 
treatment. period. (Up to the seventh ern 
of in vivo desensitization the patient had ne 
receiving 30 mg per day: at this time it sally 
cut to 15 mg per day.) Since there 1S usu sl 
a logical reason for changing @ p d 
medication, it seems fair to suggest that S ine 
interaction may have been taking place 
tween the behavioural treatment. wc 
pharmacological drug. The similarity 7 
respect between the two cases !5 at al e 
a striking one and suggests that m t o 
interaction of psychological and re at 
logical treatment may be a worthwh 
for further study. 


nt patient, 
eiving 


ea 


ACKNOWLEDGEMENTS ; 


pro 
aritude tO 
I would like to express my gratituc resen! 
l ] 


“cing the s 
fessor H. J. Eysenck for supervising conducting 
work and to Dr C. Frith for help !? 
the statistical analyses. 


ay 
sans. Be 
jons- 


Br. J. med. Psychol. (1973), 46, 297 
Printed in Great Britain 


Learning how to pretend: a distinction between intent and pretence 
observed in the treatment of a borderline psychotic boy 


By DOUGLAS E. WAX* 


Now, Kitty, let's consider who it was that 
dreamed it all. This is a serious question, my 
dear, and you should or go on licking your 
Paw like that — as if Dinah hadn't washed you 
this morning! You see, Kitty, it must have been 
ond me or the Red King. He was part of my 

Team, of course — but then I was part of his 
dream, too! Was it the Red King, Kitty? 

OU were his wife, my dear, so you ought to 

Now — oh, Kitty, do help to settle it! I am 
^d. your paw can wait!" But the provoking 
M only began on the other paw, and — 
Pretended it hadmt heard the question. Which 
ae think it was? (Lewis Carroll, Through 

ooking Glass.) 


i Setting aside the author’s concluding ques- 
tion, the reader may safely assume that Kitty 
me he to care for herself as best she can, 
die her young mistress continued her 
tempts to restore the boundary between 
md and reality. In this passage, the 
lor makes Alice deal with a common 
Mii The residual elements of reality have 
So vivid in her dream that, for those few 
Moments in her waking state, they take on 
_~'Mension which is neither reality nor fan- 
P Alice here illustrates the normal process 
is elaboration, wherein the primary- 
Second characteristics of dream logic invade 
of dary process functioning. The concept 
Panel elaboration has been more fully 
EXcep E elsewhere (Wax, 1972). In the 
o Pt above, Alice's creator, Charles 
inge further complicates the narrative 
the 1.55€ delightful fashion by suggesting that 
Itten pretends to ignore Alice. By use 

Tou One word, pretend, he has skilfully 
ght into sharp focus a central element 


* 
Strog rens Psychiatric Hospital, 1405 E. Ann 
> Ann Arbor, Michigan 48104. 


of his work, and at the same time he has played 
a subtle trick on his reader. Obviously, Dodg- 
son, the mathematician, is also a student of 
human behaviour. He has carefully observed 
and utilized the principal element in all child- 
ren's play, a special kind of pretence, i.e. the 
permission to engage in fantasy. After all, an 
author's fiction to a great extent depends 
upon his reader's capacity to pretend, and 
thus be able to travel into the wonderland of 
the imagination. 

The capacity to pretend should be added 
to the list of ego functions considered in 
psychoanalytic thought as vital to consis- 
tently organized efficient mental process. This 
important capacity is established during the 
usual course of early development, and is 
subsequently modified through experience. 
Current ego psychology usually approaches 
this notion, i.e. the capacity to pretend, only 
indirectly through reference to such allied func- 
tions as children's play, such as when play is 
described as trial action and identificatory in 
nature. The clinical literature contains a 
number of important observations on the 

athological implications of pretending, par- 
ticularly as related to character formation 
(Abraham, 1935; Deutsch, 1955; Greenacre, 
1958). The present discussion will consider 
the capacity to pretend in terms of its necessary 
normal, adaptive and defensive functions. The 
vicissitudes of pretending will be illustrated 
ugh observations of the acquisition of 
this capacity as seen in the treatment ofa six- 
year-old borderline psychotic boy. First, 
however, we will briefly investigate the psy- 
chological areas covered by the concept of 

nding. 
pe of children’s play and adult fan- 
al frequently speak of the future- 


thro 


tasy materi 
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directedness and the rehearsal function of 
each. Play may also be a form of reconstruc- 
tion — that is, a playing out of unconscious 
past conflict. What was passively experienced 
may be re-experienced actively in the present 
and thus mastered. In this sense, past and 
future are welded together in the present fan- 
tasy play. Thought, according to Freud, is 
defined as trial action, and therefore, though 
often utilizing memory, will often contain 
elements to be described as future-directed. 
Another facet of pretending is seen in the 
similarity between pretence, impostorship, 
and the ‘as if’ quality which Deutsch has 
described. The use of each must be distin- 
guished in order that the psychological work 
unique to each type of thinking be understood. 

The verb ‘pretend’ is derived from the Latin 
praetendere, which literally means ‘to stretch 
forward’. Pretence, the past participle of pre- 
tend, carries the connotation of an aim, or 
aiming at, as if the ‘stretch forward’ notion 
of praetendere is somehow goal-directed and 
aimed towards a specific future achievement. 
This rather literal definition of pretend also 
carries the connotation of rehearsal and there- 
fore is directly related to the idea of trial action, 
as introduced earlier. Given, then, the future- 
directed implication of this concept, we may 
now distinguish pretence as involving two 
object states, namely pretence with respect 
to the self, and pretence with respect to another 
person. Without the object and self-represen- 
tations delineated in the pretence, what occurs 
may be termed a form of narcissistic fantasy 
in contrast to the object-related or other- 
directed pretence. Frequent examples of this 
distinction may be observed in various types 
of children’s play at various levels of 
ment (Lowenfeld, 1967). 

The dynamics of impostorship has been 
much discussed in the literature (Abraham, 
1935; Deutsch, 1955; Greenacre, 1958). 
Typically, the impostor plays the part 
the role to such perfection that, as o 
in pathological impostorship, he becomes a 
credible copy of the role portrayed. In this 
Sense, the impostor takes on an identity and 


develop- 


Or acts 
bserved 
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capitalizes on the particular consensual quality 
upon which all identity depends. Identity, 
after all, depends not only upon one being 
whatever one is, but also upon an acceptance 
by others that one is what one says one 1s. To 
state this condition another way, one expresses 
one's self as having an identity, and usual 
in a complimentary fashion one is identifie 
by others as having that identity. The impostor 
makes use of the latter condition: that is, the 
consensual quality of identity, in order to 
confirm that which he has imposed upon d 
self, the role with which he intends to becom! 
identified. In this sense, he makes others m 
firm that identity for him. Without the are 
plicity of others, there can be no sugema 
impostership. This peculiar use of objec! ied 
lationships can be a way in which one achie s 
an identity, but it may also be used to n 
identity as well. This phenomenon has wo 
described by Cain (1961). He describes (fs 
treatment material of psychotic and casn 
child patients who achieve a sense of mas ally 
over their disorganization by que ES 
‘playing crazy’. In addition to masking nied 
limited capacity for highly ambivalent 0D) : 
relationships, such patients use p 
a way of explaining their own disordere i» 
haviour. Their obsessional preget" ct 
with being crazy and their attempts to P" ri 
and externalize their anxiety-laden pee 
become desperate defences against After 
observable thought disorganization. | who 
all, who takes seriously the mamae ool- 
says, ‘I am just pretending’ or ‘I was JUS 

ing around’? Cain explains further: 


" de 
At times, the child is quite consciously, e is 
berately, almost zestfully playing nU om 
under no significant internal pressures e en 
pletely in control, and waltzes away ? etend t° 
most reassured. For if one can openly P ot only 
be crazy, how could one really be cra com ay 
current concerns, but actual past cipe s more 
thus be magically wiped away. Per de 
frequent than this magical reassurance ae d 4 
playing crazy in exactly the same fas for belat? 
child's play is so often used, namely, ai 
mastery of traumatic events or anxieto¥ 
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States, The terrifying psychotic states, and the 
chaotic fall into them, must be repeated again 
and again inacontext ofegocontrol, the experience 
gradually cut down to size and assimilated. Ego 
he deg is asserted instead of being utterly over- 
wv elmed, The experience is invoked and played 
i rl instead of endured passively, and the 
: Nd ends it as he wants, rather than drowned in 
po » confusion and horror and object loss. We 

nere with, as Fenichel puts it, *...belated 
ea eu i. cathected impressions. What was 
ires Passively, is done over again in play inan 
with a anner, until the child has become familiar 
ds dudo and quantities involved". Much 
her hild actively plays out having had shots 
fallen E doctor, or relives and masters having 
ing à nto à swimming pool by repeatedly throw- 
a the pool, these borderline children 
hear y play out their frightening psychotic and 
Pu Hate States. This time, the states ~ or 
Pi] lesser versions of them — are deliberately 
ied do not flood the ego but instead are 

Stered by it [Cain, 1961]. 


"s illuminating observations and de- 
at ^ ons involve patients who have developed 
Self. ot, very least some minimal capacity for 
all ü servation. This observing ego is, after 
appr ne means by which one may sense the 
tence ^ ateness of one’s behaviour. The pre- 
Ore mi this instance ‘playing crazy’, is there- 
nde to hide the difficulty. Notably, in 
Ostor. "8 the case histories of compulsive im- 
Vication i addition to the often tentative and 
Strikin "5 quality of the impostorship, equally 
hich : Is the uncanny observational skill by 
e s Nese individuals so thoroughly discern 
ubtleties and nuances of the behaviour 
flair mimicked, that occasionally the very 
Perform arrogance of the imposed role as 
. hs ed becomes their downfall. 
In or LAE who pretends insanity does so 
Petience to master a disorder which he ex- 
literaj, ?_ 5O too, he pretends in order quite 
lakers ia fool his doctors and other care- 
the Pati ain, 1961). One never knows whether 
Co tient belongs in the hospital or in the 
Seve "wa - Interestingly, such pretence in 
Sets ¢ : disturbed patients, a quality which 
™ apart from the ordinary, i.e. makes 
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them special, may also occur in the historical 
or political ‘pretender’, as in the notion of 
pretender to the throne. The political preten- 
der is a successor who has not as yet reached 
his political majority. Considering the literal 
definition of praetendere mentioned earlier, 
notably in the political instance such royal 
pretending is indeed future-directed in that 
power and authority is promised for some 
future time. A version of this very theme is 
dealt with in the children’s story, ‘The Prince 
and the Pauper’. The plot involves the re- 
versal of roles and the shift in identity from 
one who pretends authority to one who 
truly has it. The story also infers that a splitting 
of the identity may be necessary in terms of 
what one is versus what is promised to be. In 
essence, the tale speaks to the frustration of all 
children who must frequently be told, * Wait 
till you are older’ or * You are not big enough 
for that now, but someday...'. The child is 
thus given the promise that someday he will 
be powerful and important, but for the present 
the knowledge of how things will turn out and 
the fantasy of what he may become will have 
to suffice. Indeed, similar to the patients de- 
scribed by Cain, the pretender in the story is 
both the impoverished disorganized subject of 
forces beyond his control, and the grandiose 
ruler (in fantasy) for whom all power is subject 
to the order of his will. 

A number of psychoanalysts have described 
the earliest forms of children’s play as involv- 
ing exploration of relationships between object 
and self (A. Freud, 1967). One common means 
by which the experience of the object is further 
established and elaborated upon is through 
identificatory thought in early childhood 
(Balint, 1943). The process of identification 
has its precursors in primitive games such as 

eek-a-boo, or other hiding play, wherein first 
the child passively experiences the loss and 
return of an object. When the child imitates 
the role of the other person and covers his 
face, he not only turns the passive experience 
into an active one, but he also demonstrates 
that a form of identification has occurred. 
Though psychoanalysts continue to consider 
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at just what point in psychological develop- 
ment this process begins, we can safely relegate 
the origins of this particular phenomenon to 
the first 12 months of life. Notably, pretending, 
i.e. the use of one's capacity to replicate or 
identify with the behaviour of others, is indeed 
an early manifestation in the development of 
object relationships. In our more severely dis- 
turbed child patients, such mechanisms have 
either failed entirely to develop, or have 
developed marginally at best (Ekstein, 1966). 
With such patients it is not surprising that we 
find the capacity to pretend either totally 
lacking, or taking on such peculiar manifesta- 
tions as to involve what is sometimes termed 
the loss of reality-testing or the loss of ego 
boundaries with subsequent demonstration 
of panic-laden overt psychotic states. 
Material produced by a six-year-old male 
patient, Eddie, illustrates one phase in the 
development of this capacity to pretend, and 
may serve as a model by which the emergence 
of this function may be explored. Eddie was 
referred to the Reiss-Davis Clinic for diag- 
nostic study following school difficulties and 
a suggestion by the family pediatrician that 
this boy's behaviour was atypical. The diag- 
nostic team found Eddie to be a borderline 
schizophrenic child who had frequent lapses 
into blatant psychosis. My experience with 
Eddie at the beginning of his therapy con- 
firmed the diagnosis. Many of Eddie's early 
sessions were characterized by his autistic 
preoccupations, his attempts at self-stimula- 
tion, and his occasional revelation of fantasies 
about me. He claimed that I lived in the clinic 
and that I never went to the bathroom. I was 
permitted little, if any, autonomy. As is typical 
with such patients, in time Eddie gradually 
found ways to make use of me. At first, how- 
ever, he would only use me as an extension of 
himself. I was only allowed to carry out those 
pieces of behaviour which he dictated, such 
as getting him supplies, waiting for him, 
watching him, etc. The more Eddie incorpo- 
rated me into his play, or what I observed to be 
his play, the more I was able to see and hear 
that for him the distinction between fantasy 
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and reality was blurred. The grammar of his 
verbalizations made this point quite obvious. 
Typically, he would say, handing me some 
materials, * Here, pretend to make me an goro 
plane’, or ‘Pretend to build a garage 3 or 
‘Pretend to build an oven to cook the food . 
Through the numerous examples of this special 
use of pretend in the sense of pretend 10 do, 
I discerned that Eddie was using the popar 
of pretence as his special way of warding ofi 
intensely disquieting fantasies which upset 
him to the point of psychological disorganiZa" 
tion. ‘Pretend’ was his global way of undone 
the import and impact of any action, though 

or feeling. Hesitantly at first, Eddie reveme” 
that he intensely feared fantasies involving 
giant ‘King Kong’-like monsters. The - 
structive fury of these imaginary creatures W ge 
so great as to set Eddie trembling and m 
for cover when he thought of them. Ag EUIS 
tened to this material, I began to understa 
why I was told to pretend to do (make) d die 
rather than to make pretend things. If ee 
could only cloak all experience in preter « 
then he might be able to assure himself that g 
need not be afraid. In this sense not 
would then be real: even his thoughts i 
only be pretended. Quite possibly Eddie vat 
also have adopted this particular idiosyn¢ * 

use of pretence as an accommodation to ac 


: be* 
who had attempted to deal with hi5 xin re 
haviour by telling him that he was only Fie- 


tending, when in fact he was engage’ " 
scribing his borderline fantasies. — dicate 
Clearly, the early therapy material 1n nd jn 
that Eddie had not learned how to He be 
the usual fashion. Hence his distinct o 
tween pretence in play and reality w shif! 
existent. A subtle but highly impatt p» 
in his repertoire of pretending nnt pout si 
rently by chance. During à therapy ie 9" 
the sixth month of contact, while ‘ 
I were cutting some paper, one ofthe Me cus 
gsome pap ne 
lamps in the playroom burned ee bU yt 
todian, Mr A., came to replace the P ow 


Ade, 

À rely set e agi 
Eddie watched. Eddie immediately ry de 
imitating the man, rehearsing to t^ tly dur * 


what he had observed. Freque™ 
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enang hours, Eddie would recall the incident 
with the light and spontaneously portray what 
he had seen done to repair it. As the repetitions 
continued, I was able to discover in this piece 
of play Eddie's attempt to restore control in 
the face of imminent danger. Eddie would 
Proudly say, ‘I am Mr A. fixing the light, 
remember?’ he would beam, triumphantly. 

If the quality of restoration to control is 
Captured in Eddie's identification with the 
Janitor, so, too, in another of his themes, 
that of wings and flying, Eddie brought the 
Wish to soar and reach new heights with me. 
This material bore an uncanny similarity to 
the ancient myth of Daedalus and Icarus. For 
many hours Eddie sought that I make wings 
for him which he would then use to attempt 
fight `Pretend to make me a wing, Dr Wax,’ 

de would say, or ‘Pretend to make me a 
d aeroplane’. *I could fly these. If 1 had 
in M big one, I could fly,” he would explain 

an animated fashion. The preoccupation 
With wings and flight continued and became 
Pula Specific, involving kites of all manner, 
Shapes and sizes, which Eddie drew, talked 
ie and asked me to make for him. When I 
Decor that I had heard of big kites which 
be towed by vehicles and could carry a 
Estat very very high, Eddie looked at me 
ea and asked if this was really true. 
had a following hour he announced that he 
and n Ie my description of the big kites, 
8b SE the first time he asked me to make 
mething for him, a model kite, without pre- 

QE the act by the term pretend. It was a5 if 
er no longer needed to couch reality in 

he eei and was now willing to approach 

ntire problem in a different way. 

we. the theme abruptly, in the following 
9ut of Sadie asked me to make some Lm 
üskeg oe up pieces of paper. He then 
to make one large ball out of a piece 

black PE: he said he planned to colour it 
then Pos began to work on this project. but 

Ying ts as discontinued the colour Pi 
à large E instead he wanted me to € 
and then ven, one that he could get inside of, 

pretend to be cooking him. I said that 
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this time he did not want the paper ball to be 
cooked the way we had pretended in the past; 
now, instead he was going to be the thing 
cooked inside the oven. He replied, * Yes, and 
you're going to pretend to eat me — to eat me 
up’. He hurried me into building an enclosure 
with large plastic blocks and then he got inside. 
He said that he would be ‘done’ in a few 
minutes — when it was time to go (the end of 
the therapy hour) - and then I would eat 
him up. He said, however, ‘Not for real — 
just pretend’. I repeated, "Just pretend.’ 1 
pushed the button to start the oven and was 
to make sizzling sounds every so often. Also, 
I was to check up on him. I said to him as 
I built the oven that all this reminded me of 
the story of Hansel and Gretel, where the old 
wicked witch tries to lure the kids into her 
oven so that she can eat them up. He said that 
he heard the story, but later denied having 
heard it: ‘I didn't see that one yet.’ As I sat 
waiting for him to ‘cook’, I pretended to set 
the table. He looked up and again cautioned 
me, ‘Not for real, you know, Dr Wax, be- 
cause then I'd be dead." I said, * Not for real’, 
repeating what he had just said and agreeing 
that I was willing to pretend with him that he 
could be such a good meal. 

Though the fantasy which Eddie brings is 
richly compelling for discussion on many 
levels, notable here is a demonstration of the 
distinction Eddie develops between fantasy 
and reality. In this material he uses the notion 
of pretence appropriately, i.e. as a distinction 
which assures him that his fantasy will not 
get out of hand and result in his real destruc- 
tion, a concern which obviously preoccupies 
him. Eddie presents a number of variations 
on the concept of pretending as he discovers 
its various uses. For example, in another hour 
Eddie announced that I should make him a 
building, a jail or a house. He wanted this 
enclosure built beneath a table. When 1 
wondered how he wanted me to do this, he 
explained in detail that I should make it by 
walling the sides with large plastic bricks much 
e had done in building the ‘oven’. To- 


as W : : 
his project and then, 


gether we worked on t 
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when it was finally completed, he announced 
that it was a jail and that I was the person who 
had caught him and put him in there; he was 
a thief. He said that I caught him with my net, 
and then asked me to get the net. When I 
began to look about the room as if for the lost 
net, he said, *Don't do that, Dr Wax, only 
pretend’. Here, in fact, was verification that he 
could play with a pretend net, rather than 
pretend to play with the net. To put this un- 
derstanding another way, the notion of pre- 
tence was not a desperate defence to be used 
generally to modify all experience. Rather, 
pretence could be used specifically in the 
service of playing out a fantasy involving 
precursors to superego formation. 

In one sense, the observing ego function 
which Eddie used may be termed a true piece 
of obsessional thinking. This function, i.e. 
the capacity to distinguish between pretence 
and reality, also distinguishes an adaptive 
from a maladaptive use of pretence. The 
child, Eddie, gradually gives up the use of the 
word pretend as a magical way of undoing the 
real implication of his acts. Once he makes 
this distinction, either through his experience 
in development or his experience in treatment, 
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then pretending in his play can take on the 
usual function, ie. as an important means 
by which sources of anxiety may be = 
with. Similarly, if the child is able to preten , 
then he of necessity is able to differentiate 
between inner and outer concerns, i.e. inner 
and outer reality. Further, in making this dis- 
tinction, he has achieved a beginning differen- 
tiation of object and self, for the BONES : 
pretend is predicated upon just that. Psyc E 
logical separation has occurred as a P » 
cursor to this development, since pretence i 
only possible when there is a separatim i 
only separation from the object, but 
separation of fantasy from reality. 
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Facilitating elements in.analysis*— 


By KENNETH LAMBERTEÉ 


ic, title I have chosen the phrase 

as I did ‘ing Elements in Analysis’, realizing, 
5 aie E inherent obscurity. It might be to 

make fete ements that help the analyst to 

Condition urate interpretations, or with the 

enabled fe under which his patient might be 
eal mai i benefit from them. In fact it will 

the us, i with the second - the personality 

With a i ea the conditions; the setting; 
e po ord or two about the personality of 
vro ent, 

Can "une however, that these two questions 
Tani entirely isolated from one another, 
heu SIUE process is clearly observable. 

May be e ME the analyst's interpretations 

indicatio 1€ is bound to keep an eye open for 

With them 95 t0 what the patient has done 

ing tien. If it comes to the patient’s block- 

analyst to altogether, this stimulates the 

Patient , make interpretations to enable the 

Ir these 9 do something at least with them. 

"Move bd Successful, the patient then can 

Analysts he cramp he has imposed upon his 

Interpretative skills, and so on. 


A DEFINITION OF ANALYSIS 


x een like this, however, commit me to the 
to the Y of defining and giving boundaries 
For se epi of analysis that I work with. 
tran, bs therefore, analysis is that kind of 
"lies tion between patient and therapist that 
ealysi *Avily upon the explicit or implicit 
“leme ar complex structures into their 
Patient; Or simples. This helping of the 
y wa, © Decome more conscious proceeds 

of interpretation or definition. Its 


Chai : 

5 the pu Man’s address to the Medical Sectio? 
a. itish Psychological Society, 1 January 
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effect should be to enable the patient to 
undergo two sorts of experiences. 

The first is that of consciously re-experienc- 
ing and understanding his early patterns of 
demand from and response to life, and in 
particular the patterns of relationship that 
formed themselves at the beginning, and within 
his early maternal and familial matrix. 
Reconstruction, within the transference/ 
countertransference situation, of such 
patterns, which are not, I would emphasize, 
to be confused with so-called historical 
events, is considered by me to be an essential 
tool for carrying out this operation (see 
Lambert, 1970). If it is successful, then the 
patient becomes able to realize how deeply 
his present demands and responses, and indeed 
his general relationships to life so far, are 
bound up with the past rather than the present, 
as if the past were the present. Should this be 
achieved, then a second kind of experience 
ssible for the patient. He may begin 


becomes po : š 
to experiment, in the first place in relation- 
ship to his analyst, with new modes of 


the present and future. He will 
feel less hindered by feelings of inexperience 
and helplessness, based upon the narrow 
horizons and limited skills and powers of 
infancy and childhood. He will be less 
hampered by archaic defence systems, that 
originally arose inevitably and spontaneously 
out of unhappy plights, but which by now 
have become no longer applicable or appro- 
riate. His whole life may begin to open out, 
a archetypal processes, hitherto unactivated 
or distorted OT. unconsciously dominating 
ecome released and ego-syntonic. 
rate this last process, I might men- 
tion a male patient whose early patterns of 
ionship came out in reconstruction as one 
wem vith a mother who had been somewhat 
o 


response to 


him, can b 
To illust 
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depressed, sick and tired after many preg- 
nancies and unable to give him the personal 
care he needed. Fear of this rage induced in 
him placatory kindness expressed in a com- 
pensatory way - combined with an intense 
longing for love linked with castration fears. 
The resultant passive homosexual wishes 
made for an anima-identification that lead 
him to present himself as an energetic, 
kindly, somewhat more feminine than mas- 
culine, man. Progress made in reconstructive 
analysis within the transference/counter- 
transference released his aggressive capacities, 
enabling him to stand up to mother and to 
make his masculine weight more felt. 

One day he said to himself, ‘I shall take 
that examination that I have kept putting off. 
The same night he dreamt that he was 
present at a kind of ceremony where some 
nice good kinds of young women were being 
Silenced and somehow sacrificed. There was 
an upsetting air of numinous horror about the 
proceedings. 

This may be understood as an image of an 
archaic archetypal theme of sacrifice that is 
being released — the necessary sacrifice of his 
identification with the anima image of the 
nice girls, so that his male 
become more available in h 
whole. 


If we ask how the end-product of all this 
analytical endeavour may be designated, when 
successful, we can call it the Telease of the 
patient's ability to live fully in the present and 
into the future. The past can then, by the 
patient, be felt, understood and allowed to be 
the past. He can experience the historical 
process of duration, whereby the past can be 
gathered into the presen 


t and move on 
towards the future, as a meaningful process 
of change, whether his Subjective experience 


of time is describable as linear or circular or 
one of the variants on both of these (see Man 
& Time, 1958). 

For a patient who hàs been released into 
€ feeling of his Present ego strength in the 
ere and now, it becomes Possible to gain the 
courage to increase what has already begun, 


potentiality could 
is personality as a 


th 
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-in 
ow. 


namely an awareness of his —— 
Jung's sense of the word. This, as we oie ven 
comprises those parts of his otia eof 
have remained infantile, inferior. sha Rom 
unidealistic, non-cooperative and us ies 
These unadapted or dissociated ] L^ 
described either in denigratory ses 
designated as malice, envy. ie “dice, 
viciousness, contempt, dieu. ES hee 
weakness, disloyalty, despair, anti-SOC? the 
dencies, etc., as indeed, as end«prádue s. as 
often are, or otherwise they get segni 
quite trendy, and even sincere. In : a em 
sessions, the destructive elements oft a an 
may direct themselves to the idm of his 
malicious sabotage of sry EET of his 
analyst, together with the are an 
personality — often for very enp > patience 
always constituting a test of hi 
integrity and self-knowledge. 
If there is a growing realizat ] 
on the part of the patient that as rip" 
and containment in the analytic - eint usd 
where the analyst is felt to be as T self of the 
rather more, on the side of the par may be 
patient than he is himself — then the jfficult 
come possible for him to ama i 
tension between a ane a blind pon 
destructivity of the shadow an then that ja 
passive identification with it. It I5 ned may 4 
shadow elements already mentio serous 9^ 
rendered less inferior and less viue int 
their truth and usefulness ee ity: 
grated into the whole of the ae D 
coming together is specially à! apist 
that, in the living patient-thers proce” dise. 
ship, not only do the span e erett 9 
transference and counter yan apis: 
but also interactions — the the e 
personalities of the patient e only f° 
All this provides nacque 
reconstruction of the iu aom 
of the patient's dominant P ain 1p? d 
about parts of the patient $ P which K an 
present though acount in th h 
in projection upon the ana^»" 
now. ; 
Sa far, what I have deseriP 


e is safety 


ed 95 


J 


Facilitating elements in analysis 


Fn dico from the actual concept of the 
‘ow and the reference to the archetype of 
to dea = applied to all forms of therapy 
dif ploy the analytic approach. however 
a erent and varying in emphasis. Speaking, 
w from a Jungian background, | 
Selo . i" well with experience that may be 
iiri ntegrative, To amplify, I refer to the 
within Montis richness and oppositeness 
itis: person that may spontaneously come 
E eh into a wholeness, including good and 
inde en and collective, masculine and 
apparent old and young and many other 
nt opposites; in other words, the whole 
Sisi integrate named by Jung - the self. 
Regie s Fordham's (1957) concept of the 
ife icti of the self at the beginning of 
ow pd with later deintegrations which 
s "A the reintegration of new content in 
at the various crisis points of life. 
ied ee this process may be accompan- 
y another, whereby a distinctive defining 
"id individual person may come into 
tion, j^ refer to Jung's concept of individua- 
firmly s observable in people who are 
themsely, Ividual, in the sense of experiencing 
their ith to be centres of life, and deploying 
Telates 4 urces, inner and outer, in a way si 
8toups, Ag reality of other posee ox 
conformi is relating, however, is neither 
f nction ^ Bor : individualistic, but is à 
ing of Sufficient insight and understand- 
With " € collective life, either to cooperate 
. acco or to work towards its modification 
to qg dence with belief firmly held, and 
Without h. in a more or less effective way. 
he co eroic or self-destructive gestures. , 
š E of the integration of the is 
first inst iduation are not, however, in the 
Brateg , Nee, evaluative concepts. The inte- 
ho E individuated self as such cannot be 
trary 2nd aimed at as a good. On the con- 
Judge € concept is, rather, based upon a 
the p Rent about the nature and dynamics of 
the c Personality as such, arising out of 
iss, "P frontation of doctors by patients 17 
ver many decades. From the point 


of | SSS 
Viey 
V ofa philosopher, these would be 
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thought of, though not with contempt, as 
relatively naive and homespun medical 
judgements worked out over against the 
religious and cultural background of the 
civilization into which both the patient and 
the therapist have been born. I repeat * worked 
out over against the background’, rather than 
identifying with it in a traditional way -a 
position, anyway, with which the medical 
profession has never been noticeably enam- 
oured. In analytical psychology, moreover, 
it is not only a matter of its clinical hypotheses 
being formed and tested in work with patients 
and hammered out in controversy with col- 
leagues. There is also the background of 
Jung’s historical work on archetypal processes 
in the Hebrew-Christian cultural symbolism 
of the self as it has developed over centuries. 
These have been traced out in his studies that 
begin with ‘Answer to Job’, ‘Psychology and 
Alchemy’, "Mysterium Coniunctionis’, etc. 
In these he applied the method of reconstruc- 
tion to the early roots of our civilization, in a 
way that throws a great deal of light on the 
historical development of symbolism related 
to the self (Lambert, 1962). 

Incidentally 1 do not, of course, have 
difficulty in conceding that Jungians are not 
alone in their concern with the concept of 
the self and the process of individuation. 
for | am well aware of the growing interest 
in this among psychoanalysts, including. 
Winnicott (1960), Jacobson 
(1965). Levin (1969) and Kohut (1971), each of 
whom has contributed something individual 
to this very complex subject. Though none 
work with exactly the same concepts as those 
used by Jung. a comparison between his 
approach to the self and those of Winnicott 
and Jacobson has been made by Redfearn 
(1969). while the parallelism between Levin's 
and Jung's ideas has been suggested by 
Edwards (1972). 

Be that as it may. I hope that I have, by 
defined enough what I mean by the 
to provide a background 
ake a number of 
that facilitate the 


among others. 


now, 
word ‘analysis’ 
over against which to m 
remarks about elements 
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patient's efforts to make constructive use of 
his treatment. 


ANALYSIS AND PRESENT TRENDS IN 
PSYCHOTHERAPY 


This, however, may raise the question as to 
why I should think it useful to pursue this 
kind of inquiry today. My answer is that it is 
impossible not to notice a view, rather 
fashionable at the present time, that tends to 
underplay the value of analytic methods in 
psychotherapy. For instance, Priest, in his 
paper *The Destiny of Psychological Thera- 
pies’ (1972), surveys a large number of papers 
on psychotherapy which he classifies into two 
groupings: (1) process therapies which con- 


€ on symptom 
nt for our purpose 
are hardly men- 
of this Survey. A 


in Towards Effective 
therapy (1967), will 


NON-possessive Warmth and 


the patient, the 
of inner or felt 
low level of 
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and aggressive terms, and to the disentangling 
of transference/countertransference illusions 
and delusions. 

Truax & Carkhuff seem to be able to do 
without analytic methods by the somewhat 
narrow selection of only certain types of 
patient. On the other hand, outcome thera- 
pists like Rhoads & Feather (1972) have 
recently admitted that analytic problems, 
like resistance and transference, intrude into 
the comparatively simple aims of behaviour 
therapy. 

It a possible, therefore, that — 
to practice psychotherapy without ana ign 
may turn out to be defeated by the PES 
of many patients, and that the ei 
uncovered by analytic methods will refuse 
be gainsaid. 

Now, of course, it can be 
motives for minimizing the impor — 
analytic methods may be shortage of ec rél 
mic resources and of skill and pe 
available for the work, together d h 
length of treatment, which is ipei or 
There may, however, be another "e 10 
this phenomenon, and it brings me ne 
the centre of my paper. despite Qr 

Y am referring to the fact that ad 9 
Perhaps because of, the widesps É 
Semination of analytical concepts = seemed 
past two decades, analytic insight - notic? : 
disappointing to many. It has [aci fail) 
in aà very general way and sometim’ ecti¥ 
that People seem unable to make € sce 
of it in their own lives, despite ga ist 
to have an intellectual grasp of m e 
that people with this knowle P rige 
necessarily become enabled t° in pe 
full potential. Nor do they rp 10 no 
Over, or form a new relations jn " 
Complexes, or benefit thereby: wih aN 
relationship to others. For insane mp 
Caring professions, valuable might it 
been made to adapt analytical Male 
to be efficacious in one kind © work p, 
for use in various kinds of cas paS qoi 
; : settl oon 
tions where the clinical get ad, bee 
different. Good work has i" 


argued that the 
tance of 
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But there has been disappointment with the 
results as well, and there are signs of a some- 
What implacable resistance to analytical 
insights forming in the minds of people who 
at one time were sympathetic to them. One 
reason must be that the skill involved in 
adapting analytical insights to productive work 
in other settings is no doubt limited to not 
Very many people as vet. Hence misuse and 
Consequential hurt can be considerable. This 
Misuse has been evident in other circles as 
Well, for very different motives and in a very 
differen way. | refer to situations where 
analytical concepts have been applied in 
8essipy, condemnatory and sadistic ways — 
'N terms of abuse even - to persons who are 
disliked or unpopular. Indeed Rycroft's 
(19684) well-known phrase ‘character assas- 
SNation’ has become almost a household 
Word. And yet, even this useful formulation 
has, in turn, been employed to support 
Tesistance to and suspicion of analytical 
Concepts, Thus it has become an important 
Question for analytical psychotherapy to be 
Clear about the setting and conditions under 
Which persons may benefit from the analytical 
‘Nterpretations offered to them. 


ANALYSIS IN THE PROCESS OF 
PSYCHOTHERAPY 


Now my attempt to deal with this problem 
ll be from the point of view of an analyst 
"ought up in the Jungian tradition. And so I 
Gr like to remind you of Jung's seed-plot 
the. Entitled ‘Problems of Modern Psycho- 
on "@Py’ (1931), which, despite his later work 
1946 he Psychology of the Transference in 
ou, Mains a kind of primitive matrix 
Which Jungian analysis has de- 


Wi 


of 
“eloped, 


nae forbids any description of this early 
Sum that could do justice to its vividness. 
there ! to say that Jung regarded paycho- 
betwe Y as essentially a spontaneous gem 
With en à patient and a doctor. It p 
Ope, COnfession, when a patient needs t 
bbs Secrets, sometimes long held within 
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himself, to the doctor, and as a result often 
experiences profound relief that they are 
accepted and understood as human ones, m 
such a way that he feels freed from psychic 
isolation. Sometimes, however, there is no 
relief, for the real origin of the guilt anà 
shame remains unconscious, Ns a xesul what 


Jung calls elucidation is forced upon the dos 
tor, who needs to analyse the situation down 
to its simples through a minute analysis of 
the infantile transference as discovered by 
Freud. This often produces a struggle, as the 
patient has great difficulty in admitting the 
real source of guilt or in considering his ana- 
lyst's elucidations as they arise out of his 
increasing involvement in and knowledge of 
his patient. Jung's transference-originated 
interpretation of the real difficulty of such 
patients was that they unconsciously retained 
a state of identity with their parents so that 
they. prematurely, were usurping their power. 
their independence. authority, etc. A success- 
ful analysis of this, in the transference, he 
reckoned, would benefit the patient by bring- 
ing about greater modesty through knowledge, 
as he put it in the idiom of his day, of their 
inept childish self-indulgence which could be 
replaced by a sense of responsibility. This also 
fostered a forbearance with their short- 
comings, and a deliverance from senti- 
mentality and illusion. 

At this point, however, a new need seemed 
often to arise in these so-far analysed people 
- the need for what he called education. The 
patient may remain left ‘an intelligent but still 
incapable child" (1931, p. 66) helplessly striving 
to gain the power to become a successful 
social being. Seemingly bright and even 
sophisticated, patients stayed innocent of 
know-how and remained basically green. In 
those days, Jung consigned them to a sort of 
symbolic Adler whose approach ‘found favour 
chiefly with clergymen and teachers" in 
contradistinction to Freud's approach which 
was ‘fancied by doctors and intellectuals. who 
are one and all bad nurses and educators 


1931, (p. 68). 
For Jung, however, there was a Precious 
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pearl of psychotherapy. a fourth c pm 
i he called transformation. This he 
ee involving deep change — 
clearly thought of as involving j a " 
the realization of the true self with wi ic 
he was as deeply concerned as was Winnicott 
later with the problem ofthe ' false self > It was 
probably because of this preoccupation that it 
was at this point that he placed such enormous 
emphasis upon the realness and genuine con- 
victions of the therapist's personality - judging 
its importance as prior to anything he thinks 
or says. Feeling that the therapeutic relation 
involves a mixture of personalities, as if 
of two chemical substances, he deprecates 
any shielding of himself on the part of the 
doctor from being moved or influenced by his 
patient. If he does ‘he only denies himself the 
use ofa highly important organ of information’? 
(1931, p. 71) - an early reference to counter- 
transference. To this he adds another ancient 
metaphor - that of the doctor's “subduing of 
the demon of sickness? which has been trans- 
mitted to himself by the patient. 

Later on, in *The Psychology of the Trans- 
ference’ (1946), Jung amplifies the idea of 
transformation in terms of incest libido 
ing between patient and analyst and exer 
fied in symbolism found in alchemy. This 
loving and hating sexual libido becomes for 
him the raw material, within the transference/ 


uation, for bringing 
f the self. The context 


aris- 
mpli- 


e image of the 
echnical term for 


emple, or the vas 
hermeticum Or vas 


Containing-vesse|g 
d religion. 


devotionis which were 
associated with alchemy an 

Of course there is Plenty to criticize in this 
early work of Jung. He tends grossly to under- 
value the importance of confession, elucida- 
tion and education as if they suggested the 
establishment of a one sided and false 
adaptation to normality, and as if consider. 
able realness and integrity 


were not needed 
in the analyst for the successful handling of 
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these processes. This makes him — 
the difference between them and minero 
tion. Furthermore he also renders berto 
sarily arcane and mysterious the — od 
between patient and therapist. by a ms 
metaphors like chemical reaction A: iis 
subduing of the demon of sickness, w di 
process can be elucidated in terms d pet 
projection, introjection, dash, quom in 
in relations between persons Luo dest 
1969). Finally he writes of the iue rci 
in an over-systematized way as if they iey 
serial and arise out of cach other. Often bye: 
do, but more often they are experience Es 
operating almost simultaneously in the sa 
session. e this 
Nevertheless, for all the criticisms, ome 
seed-plot essay of Jung's does make n 
fundamental points about the condition dime 
of which accurate analytic iau RA 
can be gained by the analyst and rm pot 
by the patient. He emphasizes the pere 
importance of the integrity of the a~ ie 
and the importance of the renee | 
temenos (1958, p. 95), the vas (1946, p- nalytic 
Above all he demonstrates that b. that 
understanding arises out of processi im inter- 
the process is that of a growing orl are 
relationship of two real people, p tes 
getting to know each other within a Y ndivi- 
interplay of love and hate. It is highly a o 
dual, and very far from the hai ap int the 
intellectual analytical propositions. aaacll? 
Outside, upon a passive patient by @ 
analyst with omniscient pretensions. 
It is now time to comment on a 
facilitating elements I wish to met st, 
namely the personality of the aoa pans 
Conditions of the treatment, and the 
Or containing element in it. 


he three 
with a 


/ST 
: THE ANALYS 
THE PERSONALITY OF THE AN The 


Jung’s view was quite forthrigh” ‘are 
Personalities of the doctor (and pane utcome 
often infinitely more important for the om su 
of the treatment than what the Joe contains 
OF thinks’ (1931. p, 71), Ina sense thi 
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the obvious truth that, though an analyst may 
beable to make clever analytic interpretations, 
yet without self-experience and a capacity for 
involvement in his patient, coupled with 
objectivity, his interpretation. will be as 
‘sounding brass ora ‘tinkling cymbal’. In other 
Words, his interpretations need to have arisen 
Out of his own analytic experience and 
Convictions. That this emphasis does not 
imply that Jung thought that technique and 
Interpretation do not matter has been dis- 
cussed in detail by Fordham in ' Technique 
and Countertransference’ (1969). Further- 
More, without these two prerequisites, the 
analyst is likely to get his interpretations 
Wrong, whether by bad timing or by an over- 
determined missing of the point, through 
Countertransference that is ‘neurotic’ in 
Racker's terms (1968), or “illusory” in Ford- 
ham's sense (1957). Even more, the interpre- 
tation is likely to be ineffective, if there is not 
fnOugh of the real holding presence of the 
Involved analyst with his patient — whether 
55 patient shows any sign of taking notice 
9f him or not, This is, of course, parallel to 
the real presence of the holding mother 
Making all the difference, as Winnicott 
(1960) has taught us. It is this fact that has 
inr f difficult to talk fruitfully About 
diee concepts, if divorced from a A 
dnd of the intimate context of oem 
as Wi ment out of which they "p^ ee 
eg spoke of this as a tt 
itm I recently heard a Meine 
Semeq ` that the analytical —— E 
these Mere one. Without 2 a 
sent oe or organic metaphors repr 
Strata of a growing personal inter- 
Other. describable as ‘getting to know each 
Sitar Sometimes with the patient starting 
ang € beginning of life. When the illusions 
fere lusions of transference/countertrans- 
lo be oe been analysed, the patient begins 
Deo ie * to rely upon his knowledge of other 
bimseip A a greater extent, thus ante 
aranoj rom green credulousness Of o 
Th F Cynicism and suspicion. | A 
eal attitude of the analyst is decisive 
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in other ways. In supervising trainees, I 
have sometimes found them suddenly waking 
to the fact that they have been unconsciously 
trying to persuade their patients what skilful. 
good and loving analysts they are, as against 
being able to take it for granted that this is 
enough so. For beginners, this is only too 
natural, for they are not yet used to the 
amount of destructive, hating feelings that 
get released in analysis. Nevertheless it is 
important for their patients that analysts 
can discover and release a firm enough and 
realistic belief in themselves, coupled with a 
suitable coming to terms with the snags and 
defects of their own personalities, as well as 
with the limitations of analytic practice 
itself. 

Another important capability is to master 
a certain envy for their patients who are 
enjoying their analytic concern, skill and care 
in the here and now, while they are not. Of 
course, if the analyst has experienced enough 
of this care from his own analyst, then his 
own problem of envy should have been 
analysed and modified enough to release 
gratitude as one of the motivations for 
practising analysis. 

The same gratitude can sustain the analyst 
whose very capacity for involvement opens 
him to becoming inevitably the object of the 
oral craving, anal interest and polymorphous 
al pressures of his patient. In transference 
terms he is attacked and ill-treated as a bad 
persecutory object — or as an absurdly ideal- 

imply as one quite indifferent 


ized one - Or SI 
to his patient's fate. In reality terms, the 


attacks carry some justification, for he 
actively participates in a process in which 
the patient develops a more or less high degree 
of early dependency coupled with lowered 
defences. Yet the analyst rations access, he 
frustrates in various ways and abandons his 


yveekends and holiday times. These 


atient at V 
S enit necessarily activate, 1n the analyst, 
€ 4 


pressures from the talion law within, and even. 
as well. feelings of hurt and righteous 
indignation, SO that retaliatory impulses to 
hit back and pay the patient out have to be 


sexu 
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struggled with, and used to promote the 
patient's insight and development. 

We must add that the need to master talion 
law responses does not necessarily carry with 
it the implication that the reality of the 
analyst's emotion should always be hidden 
from his patient. Winnicott's point in ' Hate 
in the Countertransference’ (1947) sums up a 
growing conviction in many analysts that 
certain patients require to learn from them 
the sort of emotions that they (the patients) 
aclivate in others, and to these 
happenings more conscious. 

A. final personal requirement, only to be 
mentioned now, is that the analyst develop 
and organize his life enough to be able to 
sustain continuity of treatment and reliability 
about time and place, for, without this, 
nearly all patients at some level remain too 
insecure and angry to do analytic work. 

Summing up, I have described a few of the 
personal qualities in the analyst that are not 
only enabling for the patient, but also render 
possible at all the gaining of growingly 
accurate analytical insights by the analyst, 
as compared with the facile purveyance of 
clever guesses. 


render 


THE PERSONALITY AND ATTITUDE OF THE 
ANALYST IN CONTEMPORARY LITERATURE 


And so, at this point, it seems suitable to 
mention some of the growing body of litera- 
iure that deals with the analyst's attitudes 
and his non-analytical communications to 
his patient. 

Rycroft (19685) describes the analyst's 
significant non-analytic communication as 
follows: in a quiet room, with a door and a 
couch, an analyst present responds, as aperson, 
to a patient, out of a sentiment as defined 
by McDougall (1931, p. 105). A sentiment is an 
organized, enduring disposition of emotional 
tendencies, maintained more or less consis- 
tently - apart from disturbances by fatigue, 
preoccupations, etc. The analyst's interpreta- 
tions are a sign that he is present, alert, 
listening and understanding. It is an indication 
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that the patient's feelings and attitudes are 
accepted, known and not considered freakish 
or incomprehensible. It is evidence of a 
benign enough attitude, based, as Rycroft 
puts it, upon having experienced being at the 
receiving end of similar care himself. 

My comment on this would be that Ry- 
croft's point holds, even if the analyst some- 
times feels hatred or boredom or goes to 
sleep in the session, provided that he admits 
these happenings and secks to understand 
them for the benefit of the analysis. . 

Another psychoanalyst, Racker (1968), 1" 
his book Transference and C ountertransference. 
describes the dynamic interplay between 
patient and analyst, that starts with E 
patient's appeal for help and the anay 
mobilizing a disposition to place his analyt 
skill and care at his disposal. There ose 
positive transference in the patient, met d 
positive concordant countertransference m pa 
analyst; leading to the patient's risking pas 
expression. of negative transference. T 
arouses negative complementary hg me 
transference in the analyst, who 15 e 
the full impact upon himself of his patie s 
attacks as if he were in fact one of his paner 5 
destructive internal objects. If the part 
avoids a talion law response, and, by mm 
standing, converts the negati 
mentary countertransference into à then 
concordant countertransference aN , 
makes a therapeutic interpretation oit 
patient's gratitude motivates him to 
municate further with his analyst. 

One of the valuable points !h wp 
work is his description of how impet This 
going in an analytical relationship- ity 
depends, in turn, largely upon aot he cal 
of the analyst’s personality, paan * ater 
convert into an understanding an cks that 
tation the effects of the patient $ oe a way 
are suffered in his own personality: 3 of thë 
rather similar to Jung's ‘subduing . This 
demon of sickness’ (see Lambert. i s " 
integrity is also needed to bea atie” 
sustain a process of identity 
as in concordant countertran 


Racket $ 


sferen? 


Facilitating elements in analysis 


also lo maintain object relations with him as 
in complementary countertransference. Inci- 
dently, a similar, though not the same point, 
Was made by Ruth Strauss in the Medical 
Section's Symposium on Countertransference 
in 1959. when she spoke of the double attitude 
of the analyst towards his patient consisting 
of (a) the opposite position and (5) a mainten- 
ance of common ground with the patient 
(1960), 3 
Recent papers by other Jungians have also, 
Without setting out to do so, demonstrated 
Personal qualities in the analyst that make the 
difference - Fordham on handling failure 
(1971); Williams (1972) and Hubback (1972) 
On dealing with envious patients; Moore on 
Patience in not hurrying patients slowly 
Adapting to change (1972); Hillman on 
resisting the temptation to act positively or 
°Ptimistically when patients need to be 
«Pressed and diminished (1972): and Plaut 
(871) 9n the integrity needed to operate with 
nia concept of O (1970) The qualities 
oserVable in these papers include patience. 
an Sly, control of hurrying tendencies and 
ee Control of false optimism and the wish 
Sine One's gaze from tragedy, from decline 
, Tom demoralization in patients. 

Fecent io? I wish to comment on Klauber's 
Dietan DT (1972) on transference and inter- 
anal, lons. Tracing the history of psycho- 
ana? UC Views about both countertransference 


of the Significance of the real personality 
Stag, analyst, he points out that another 

aract not yet satisfactorily resolved, is 
trang ni by the attempt to differentiate 
the re rence and non-transference elements in 
the an, ronship and to define "reality " 1n 
States alytic Situation’ (p. 387). He further 
the „OW, in addition to reductive analysis, 

Vt also operates other elements, 


S241 
'n a Moral qualities at his disposal for interest 
how; Patient and identification with him; by 
Pecha him the positive value of primitive 
This; as, for example, when envy and oral 
re jg, 9 are used for the ego's acquisition 
ities “als; by the education in accepting the 
the id which accompanies interpreta- 
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tions; by the analysis of current anxieties in 
everyday terms; by the innumerable exchanges 
between analyst and patient which make the 
analytic experience a humane one (p. 385). 


Klauber is also concerned with the lessening 
of real, and mainly sexual, tension between 
the patient and the analyst. His solution is by 
way of cathexis of interpretation as the vehicle 
of displacement from the person. I quote: ‘It 
is the stimulating sexual role played bv 
interpretation which paves the way for the 
patient's introjection of the function of the 
analyst rather than his person, and for the 
analyst to be more excited by his relationship 
with his work than by any individual patient^ 
(p. 390). Thus Klauber emphasizes real non- 
transference elements, admits in the analyst 
moral interest in his patient and education of 
him, and suggests a way of managing, for 
constructive and creative ends, the instinctual 
charges activated in the analytical personal 
relationship. 


AGAPE AS A THERAPEUTIC FACTOR 


The discussions about the analyst's real 
personality so far, seem to me to be skirting 
round the consideration of love, or such 
capacities for loving as the analyst may be in a 
position to deploy. Indeed, it could be taken 
as late in the day to be reconsidering attitudes 
that are, historically, so linked with traditional 

ractice, but the break with the past may be 
due to fears that this consideration carries a 
religious aura, Or that it is unscientific, or 
that it is in danger of being connected with 
sentimentality and do-gooding. However. 
these fears as such do not justify us in falling 
into non sequiturs. f 

Analytic understandings of love are cer- 
tainly in plentiful supply. Anaclitic love; 
ruthless, greedy, devouring love; the splitting 
of love and hate; love in the depressive 
position arising out of concern for the whole 
mother feared to be destroyed by hate and 
leading to depression and reparation; inces- 
tuous and oedipal love; sadomasochistic love ; 
homosexual and heterosexual love; all these 
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are words for important experiences. Further- 
more, Jung has drawn our attention to the 
shadow of love, and Winnicott to the concept 
of love that is good enough. Indeed most of 
these descriptions have links with traditional 
ideas, and, especially, with love in the 
Hellenic and Hebrew-Christian cultures. 
Furthermore, of special interest in connexion 
with this is the changing fate in history of the 
Greek word agape, usually translated as love 
or charity. I have expatiated on this elsewhere 
(1973) but would like to point out that 
‘agape’ has a history of increasing discrimina- 
tion (see Sanday & Headlam, 1908). 

In classical Greek the verb agapao was at 
first used interchangeably with the verb erao, 
ie. 'I love with sexual passion' (hence 
erotic), and the verb pileo, referring to 
domestic affection and feeling ties between 
master and servant and between gods and 
men (hence philanthropy). Agapao, however, 
later, while not excluding erao, began to be 
used in senses nearer to phileo, but, in addi- 
tion, taking on a new content, namely, 
esteem. 

On the other hand, the Septuagint, the 
Greek translation of the Old Testament, in a 
way divergent from classical Greek, uses 
agape to cover every sense of love, i.e. family 
love, Samson's love for Delilah, Hosea's 
love for his harlot wife, the love of God for 
man and vice versa. Nor in the Old Testa- 
ment did it exclude severity, anger and 
hate. 

Later, in the New Testament, however, the 
word agape, as love or charity, begins to be 
used, especially by St Paul, in an extremely 
idealizing way, excluding any place for envy, 
pride. self-seeking, anger, the recognition of 
evil in others, lack of patience or endurance, 
etc. At this point a great deal of the instinctual 
underpinning of the word has been knocked 

away. Much later, in Christian thought, agape 
becomes separated from and opposed to eros 
and ends up as a refined and spiritualized 
love that is concern and care for the eternal 
destiny of others. as a result of the action of 
God upon the soul. 
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By this time a great deal has been left 
behind. but a new dimension has crept in. 
which links up with the new element that had 
already emerged in classical Greek, namely 
esteem. Esteem has been extended to include 
respect and care for the essential core of a 


person, namely his soul as connected with 
M Y n c u 
God -the most impressive way of talking 


; c RON. 
about the person's ontological status known 


at the time. . 
It would seem, after looking at the his í 
of the word, that agape could be given back 
its instinctual underpinning and freed from 
idealization and overspiritualization. This 
would relink it with its infantile elements an Á 
with destructive elements in its shadow bu: 
which, in many respects, need to be ara 
and struggled with. Out of this struggle à js 
the resulting enhanced consciousness io 
could emerge an agape coupled with an porem 
that is good enough for creating audio 
in the treatment within which the or 
may become capable of realizing à s an 
his essential core. Individuation and the oe 
described by Jung is involved: and ed pfo 
agape, with its special history. Seems ahi 
priate for the specific attitude of ana 
interested in this process. 
Agape towards a specific P 
does not, of course, arise in 
rather out of the personal interpl increases 
patient and analyst. Its nee in the 
the analyst's willingness to be invo E à 
treatment, as not only à poppet a c , 85 
struggle. This was affirmed PY anifer 
early as 1916, in relation to the te upe ery 
where he writes: ‘We. by summoning um cl 
available mental force in the patien s 
him to come to a fresh ee wi’ 
transference becomes the tattle 
all the mutually struggling forces 5 
one another’ (p. 454). oted: a 
Jung in his turn, in 1946, E» psych? 
heading of his introduction to There 
of the Transference’, John GOY pellica 
in his Confessio Amantis. qum. 9m 
vulnus dulce. suave rase evi 
peace, a sweet wound, an 25 


tory 


r. 
atient, howeve 


me 
a vacuul i 
ay betwee! 


Facilitating elements in analysis 


167). In this Way, agape in the analytical 
relationship can be given back its instinctual 
basis. its connexion with the shadow and its 
archetypal significance as the raw material 
of the conjunctio, and as a word might be 
less loaded than the word love. : 

l find, as 1 read so far, that a large amount 
of Space has been taken up describing the 
facilitating element in analysis in terms of the 
analyst’s personality. 1 consider this to be the 
eas One, and indeed a sine qua non for 
nde er two aspects I want to touch on, 

Y (1) conditions which facilitate an 
analysis and (2) the temenos and vas within 
Which the analysis takes place. In fact they 
May all be taken as functions of the analysts 
agape, : 


FACILITATING CONDITIONS 


Under conditions, | would mention: 
cue ability on the analyst's part to 
bios Such close continuity in terms of 
a int à week as is needed by the patient - 
à cu Muity, I would add, which brings about 

im eee effect. 

TRAR analysts ability to be reliable, 
ace dis be there at the time and in the 
€Xcept L he undertook to be available, 
Pareq toe holidays prearranged and pre- 
P. Sickness and mishap apart. 
he maintenance by the analyst of a 
in pi 9! Surge, to use Meltzer's phrase (1967). 
4Y’s work, whereby he can maintain 
Se foster a close acquaintance with 
(4 9-day situation of his patients. —— 
Pontane Certain ritual that tends to arise 
his pi bene out of the first three conditions. 
se can be distinguished from rituals 
king of or Obsessional neurosis, and ipl 
fop 8 as Fi eda ritual that was oe 
Nese er CUE the purpose of protec 
ketlari experience. It is based up?! 


e : 
eB op Connected with the times an 
n OVene, eS8ions, with the room, with the 
Som AE from waiting room to consulting 


> Wi . a ARIE 
E an th the disposition of chairs. couch. 
Provides a stable element within 
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which maximal freedom, spontaneity and 
meaningful communication (Home, 1972) can 
be experienced. Within this movement pre- 
sided over in the first instance by the analyst 
with a therapeutic disposition, the patient 
experiences an opportunity of tolerating 
change unhampered by intensely paralysing 
anxiety. Such a ritual may become enabling 
rather than neurotically defensive (Lambert, 
1972). 

If we consider the conditions so far adduced, 
we may first notice that they are not dis- 
continuous with some of the healing processes 
carried out by traditional religious systems 
of the Hellenic and Hebrew-Christian era and 
elsewhere (Lambert, 1973), and we may 
seriously consider Jung's description of these 
as the early primitive psychotherapeutical 
institutions of our culture (1934, p. 15). For 
many people this sense of taking a con- 
temporary place in a long term historical 
therapeutical movement represents a suppor- 
tive element. 

On the other hand, how these conditions 
are enabling would take a long time to 
describe. Suffice it to say that, under them, a 
patient may be enabled to experience basic 
trust, to regress, to the extent needed by him, 
without developing cast-iron defences against 
powerful early impulses and feelings that arise 
as a result of analysis. Furthermore, they 
modify the illusion-spinning tendencies of the 

atient through sufficient reality contact with 
the analyst. They also render it easier for the 
analyst to remain sensitive and to be accurate 
i the timing of his transference interpreta- 
tions by means of regular acquaintance with 

i rtransfe: 
itr need is for the analyst to limit the 
extent and conditions of the working of p 
agape in analysis, through fully taking bot 
his own limitations and poet ae 
sideration. This involves estimating how \ 
n work without undue resentment, 

how he can handle weekends and holidays 
-— - turbances caused in patients by them. 
and the ipii e of how relatively few people 
oa m this service for, and a careful 


ee) 


rence. 


hours he ca 


]t needs 
he can perfor 
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counting of the cost and conserving of re- 
sources. It involves recognition of his own 
needs in terms of money, conditions, and the 
demands of his family and his own personal- 
ity; otherwise he might pretend to a one-sided 
agape that would lead him secretly to spurn 
and destroy the very patients who rely upon 
him for help or — an equal danger - subtly and 
secretly undermine both himself and his 
work. 

A final and most important point is whether 
the analyst has been able to come to grips with 
certain aspects of agape that tend to get 
obscured in view of the overtones of creativity 
that adhere to the word. The facts are that 
within the agapaic process of an analysis 
certain destructive elements get activated and 
are not to be obscured or brushed aside. They 
occur in both patient and analyst in their 
interaction and need careful watching. Inevi- 
table and, indeed, endemic to the process, 
they demand recognition, control and a 
turning to reparative advantage as much as 
possible. This last process may get idealized, 
however, as a defence against the fact that 
agape involves both creativity and destruc- 
tivity as such, as well as reparation. Sometimes 
failure, in the sense that some important 
element in the patient may remain damaged or 
destroyed despite every therapeutic attempt, 
represents a reality in analysis that cannot be 
gainsaid. It would seem that the analyst's 
ability to tolerate failure is as important as 


his capacity to mobilize all efforts to succeed 
(Fordham, 1971). 


THE TEMENOS AND THE VAS 


I conclude with a note on the temenos or 
vas to which Jung has drawn our attention in 
many places. 

The temenos was, of course, the containin 
precincts of a Greek temple (1938, p. 95), 
linked as an archetypal theme with that of the 
fourfold foundation of ancient cities. The 
vas was the retort within which alchemical 
transformations were supposed to take place 
(1946. p. 240 ff.) and so is a variant on the 
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same archetypal theme. Obviously these 
containers for growth are originally linked 
with the womb, the holding arms of the 
mother, the cot and the nursery, the family. 
etc. In the analytic situation, the seal of 
confidence; the room remaining as a constant 
physical environment; the remaining in DE 
of the holding analyst as a daily persona 
receiver of confidences; all these help ba 
create reliable steady responsive conditions. 
within which it becomes possible for 
patient to assimilate interpretations. — 
and transition, uncrippled by resistance. s 
possible only within a stable environm® i 
and the patient, who feels as if pi Ph 
pieces, and not enough held, can ha of 
assimilate or even tolerate iip 
any analytical sort without a persona 
tainer. 

The temenos situation is well ex he 
the case of a patient in daily analysis. Files 
any change in the room or HS gre 
details were for a long time matters o de y 
importance. She had suffered aon d 
failure of the containing environment. 
had spent many of her early years 
from home ill. In treatment, | ! latio?" 
temenos in her life was her analytic 7. trous 
ship to me in my room within mY sional 
Subsidiary temenoi were her close Pie and 
group, the homes of one or two frien’ | of 
physically her flat and her car. 
intensive treatment, marked by 
continuity and surge, enabled her tO bly 
the recent Christmas holiday jag Á 
The anticipatory feelings of rage y 
had been experienced and analyset* ay A 
holiday began, the first three ih ow 
rocky, for part of one was spent W! 
family, which seemed alien to 
she experienced disintegrating 
five-minute telephone call n eri? 150 
her to overcome panic. The next P“ a 
spent with an old friend, whos? 
represented an auxiliary iino, 
back, however, she found her ° ha 
state of chaos, for workmen Wh? rtin£ 
taken to paint it, had delayed 


pressed 1? 


mana 


sta 


Facilitating elements in analysis 


m of hee sub-temenos nearly broke her 
enabled Ass return into analysis, one session 
Whelming ra T ee mam pews and over- 
üt (frais pi la matter of hours. though 
much Pilas an and anxiety which takes 
this poir ger to express and work through at 
fionna the treatment. Thus the basal 
Sous - the analysis is becoming more and 
Similar s; bernie holding situation. 
lender ee à year earlier, had led to 
clings "s states of angry disintegrated 
tensed y i aia with desperate muscularly 
Eriala ia et hold herself together. This 
quickly f a patient to recover more and more 
in my bras such states is a regular feature, 
temenos dedere of situations where the 
9n contin T vas situation has been firmly based 
angry nik reliability and ritual, and where 
cepted wings about holiday breaks are 
» analysed and validated. 

Men Portes makes me feel that many 
amage come into analysis as a result of a 
Carly rdi the relationship between their 
Needs Get ee and those essential inner 
Onment f very much depend upon the envir- 
of Bo being met and validated. At one 
left far “i scale we meet patients who were 
“arly, s much to themselves and far too 
Att € oth valid dependency needs ae 
stuffed bon there are patients rae 
room or È an environment that gave gan 

xr iscoye reathing space for self-experien 
ternal die The result is nearly always 
Actiy, i isturbance — rage and fear of death 
Swap, E the most horrific images of being 
V s oe swallowing, of falling to pieces 
nia ering the outside world, with many 
atie 
King S need both analysis 
ie deg, P. omm agape-generate 
9f interconnexion between t 
E the one possible nature. The at 
a, s Seien requires analytic interpretato 
s Sis i ial tool, while, without that agape, 
Win, |S lacking in effectiveness. 
ferent kinds of patients. 


and the right 
d temenos. 
he two 


however. 


S On this. T think that all kinds of 
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problems arise as to the manner of its 
expression by the analyst. For instance, in 
cases where the infant has been very little 
held. cuddled and loved by the personal 
mother figure or figures in the first months of 
life: or where the mother has been resistant. 
stiff, rejecting or not firm enough — or even 
physically hurtful -in her handling and 
holding. we find an environmental failure. 
In the analysis of such a person, difficulties 
arise in providing enough actual experience 
to form a basis for the repair of such damage 
and the establishment of a symbolic experi- 
ence of the holding temenos. Sensitive 
responses by the analyst are needed as 
Kohut (1971) has shown, where he stresses 
the importance of non-verbal communication 
as in tone of voice or facial expression. 
Similarly, in extreme cases, some kinds of 
physical impact or holding sometimes appear 
necessary for laying the foundation for the 
patient's assimilation of analytic interpreta- 
tion. 
On the other hand, the judgement of dis- 
tance, and the giving of breathing space, are 
equally important, and it seems clear to me 
that there is room for research, not only into 
the agape capacities of the analyst, but also 
into the more detailed modes of his expressed 
response. This last consideration touches on 
the style of expression that is natural to 
individual analysts (see Fordham, 1969). 
but it is likely that, in time, groupings of these 
may be observed and collected together for the 
the future. 

ap spring J would like to remind you 
that my aim in this paper has not been to 
discuss analytic technique or details of analy- 
tic intervention in the case of different kinds 
ient. Rather I have tried to isolate 

at yu in the personality of the 
d to be available within the 
and the conditions that 
d to make a link with 
and practice in the care 


i t nee 
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Mental health: systems and non-systems 


Bv FREDERICK HAYES-ROTH,* 
RICHARD LONGABAUGH?# AND RALPH RYBACKZ 


l. INTRODUCTION 
ad Primary aim of industrial cybernetics to 
optimum e ability of a system to teach itself 
know ho = naviour. To do it, however, we must 
‘Geum to design the system in the first place 
Sees chine-for-teaching-itself. There must be 
pla Y the right flow of information in the right 
nee, "S interconnectivity; facilities for the 
lion be feedbacks and many-one transforma- 
System Press and so on. The exceedingly complex 
Must be designed as a black box. 
STAFFORD BEER (1964). 


The delivery of mental health care in the 
a States and, to a lesser extent, in 
to aig Europe can be likened in many ways 
> delivery of automobiles before Henry 
Introduced automation. A basic manu- 
'N§ facility was available, specialists 
relied upon to fabricate the components, 
Production was controlled by the need 
“Pong to the variable orders for delivery- 
e it is with the production of mental 
Services today, Many distinct delivery 
75 are built and staffed, professionals 


actur 
Were 


9 re 


realty 


With 
Stang "Verse backgrounds and skill levels 
9f c, ready for the fabrication of their share 


dem and the whole system responds to the 
tion or for Services accompanying an erup- 
Lb. e crisis in the mental state of a member 
mopjj, Population, As the demand for auto- 
NUM Continued to increase, as competitors 
ang d to challenge the suppliers of goods. 
etes the uncertainties associated with 
ang, i Planning and control grew out of 
* need for orderly, scientific manage 


HiVavcs 

iis yor Michigan. 

Ho ! arva University and Butler Hospital. 
ita,’ Medical School and McLean 


ment emerged supreme. Alfred Sloan grasped 
these realities while President of General 
Motors and, as a result, established a strong, 
adaptive and viable corporation. It is our 
belief that the mental health system reflects 
problems which are like those that both men 
faced and helped resolve: (1) the distribution of 
tasks is inefficient and undesirable, (2) the 
planning and control is minimal and probably 
inadequate, and (3) the organization, as 
structured, is maladaptive and in some ways 
dysfunctional. 

“In this paper we will discuss a framework 
for analysis, commonly called systems analysis 
and control analysis, which will facilitate an 
inquiry into the mental health system. This 
inquiry will focus especially upon a proto- 
typic mental health hospital and its operations. 
We will attempt to relate the major operations 
of the hospital to the decisions they entail, 
the information they require, and the effects 
they have on the various hospital component 
subsystems with which they interact. It is 
our desire to develop an appreciation of the 
elegant simplicity of the systems approach 
and the clarity with which it frames problems. 
Additionally, we seek to commence a con- 
tinuing and meaningful attack on the needs 
of the patient and the health care system itself. 
Toward this objective, the paper is intended 
to stimulate the process of self-analysis and 


development: the need, we hold, is self- 


evident. 
An overview 

Our objective will lead us over a long path. 
We will discuss in the remainder of this 
section the meaning and approach of systems 
analysis. The mental hospital system will 
come to appear somewhat. as a machine 
which can be adapted by decisions to change 
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its system of operations. The relationship 
between systems analysis (seeing operations 
in perspective) and decision analysis (seeing 
alternatives of action in perspective) will 
then be established. At that point, we will 
introduce the management information system 
as the method of organizing the processes of 
systems analysis, decision-making and infor- 
mation gathering. Finally, we will turn to 
the specific system of interest, the mental 
health system. We will arrive at this point 
armed with a framework of analysis well 
suited to our task. 

In the second section of the paper we turn 
to a consideration of the crisis-orientation 
of the mental hospital. From several points of 
view, the dysfunctionalities of the modern 
mental health system can be seen to be both 
cause and effect of the reactive nature of the 
delivery of medical care. In the third section, 
we study our prototypical hospital to 
illuminate what the basic functions and 
decisions are that occur within. By scrutinizing 
the interrelationships among patients, admin- 
istrators, physicians, staff. and the informa- 
tion base itself, we begin to understand the 
requirements for an effective technological 
information system. In the fourth section, 
the needs which have just been established 
are the motivation for a new problem- 
oriented medical record. It is shown how this 
well-organized and simple instrument natur- 
ally suggests itself when a systems approach is 
carried through. 

In the fifth section we address the problem 
which the quotation from Beer keynotes — 
that is, how the system learns. It is considered 
the primary goal of our work to ensure the 
development of a mental health System that 
learns and improves constantly over time. 
One mechanism of such adaptation, required 
by law in the United States, is utilization 
review. In the sixth section of the paper, we 
consider how utilization review can serve the 
need for learning in its limited Scope. At the 
end, we shall have a few words to say on the 
path we have taken and the directions for the 
future. 
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Systen 15 anal ‘sis 


It is very hard to uncover the origin of 
systematic analysis of problems. Clearly, by 
the time then Secretary of Defense McNamara 
brought his systems analysts into the Penta- 
gon, the technique had passed from art t» 
Science. The goal of systems analysis 15. 
simply, to facilitate rational choice. Therefore 
anyone who already makes rational choices 
is in no need of a systems analyst. Although 
many of us believe that we do make rational 
decisions in some cases, few would hold that 
they do so constantly. As decisions becom? 
exceedingly complicated with uncertain out- 
comes, multi-attributed alternatives, 4? 
interacting components, choice becomes quite 
difficult. Systems analysis is a method 9 
approaching these problems, of up. 
distinct components, and of clarifying €! 
alternatives which are available. 

A system is simply a set of 
interaction with each other 20 
1956). A man may be regarded as any ee " 
several systems: anatomical, physiolo® ch 
biological, psychological, ontological. am a 
component of a system is itself a He stem 
component can be considered à a ar 
of the whole system. Social organization is 
systems, and the mental health care EF da- 
one of these. In systems analysis it 1$ ^ arising 
mental necessity to consider problems who j 
in a localized context in terms of the deci? 
system. For instance, we cannot elect!” 
whether a hospital should discontinue à 
therapy without first ascertaining t atien!® 
relationships among this service. (RS, 
who come to the hospital, the st@ cher?" 
involved, and the effectiveness of the y 
itself. wa 

Systems can be categorized in i oi" 
depending on the need for a parte aP 
of view. Beer (1964) offers 4 pat n 
interesting scheme. He suggests i com lex 
beevaluated along two dimensions. jevel 
and determinacy. He offers rs Oe fl 
complexity and calls these SP pe sec? 
and exceedingly complex systems: 


elements IP 


( Bertalanfly: 
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Suetsion. determinacy. measures the way the 
ly pem whether or not it is complete- 
deteriminisrie (predictable), Thus we have 
iei ic and probabilistic systems. 
ium a simple systems have few compo- 
etermini ; interactions. A simple 
and hin istic system is exemplified by a door 
Precise] ge ora pencil and paper. We know 
happen. what will happen and how it will 
alter a the components are not free to 
probabilis, behaviours. A typical simple 
a syrin : " system is made up of a nurse, 
e eum] and a vaccine. The rate of flow of 
Syringe ine, the pressure exerted on the 
Never iq and the position of the nurse are 
Subject eis repeatable, because they are 
he fibers random variations of behaviour. 
Ever, ractions remain quite simple, how- 
pps Systems are more difficult to 
Compute and understand. An electronic 
Ministie 28 an example of a complex deter- 
nae The behaviour of the machine 
the out on many interacting variables, but 
Oes m is always certain, because It 
When oe what it is programmed to do. 
85 a syste, Consider medical record-keeping 
Other stale Involving doctors, librarians. an 
in the, members we realize that it belongs 
Ystems category of complex probabilistic 
pends What is put on the record today 
happen. en the mood of the writer, what he 
Wheth S to find already on the record, and 
doy, ^" Or not he decides to jot something 
nat all, 
determi g |y complex systems are 
Qu Stic, for they always involve great 
be p, “TS Of interactions whose results cannot 
Wn or predicted. The human brain is 
Ese systems, as is the mental hospital. 
Particula Considered a fruitful goal to isolate 
pomp ^. Subsystems, within an exceedingly 
fan; o. System, which are controllable and 
This is One of the complex system categories, 
Ysten Ot to say that the whole medica 
Ystem 'S potentially reducible to a complex 
Ate, § but that care or treatment systems 
1 We shall propose later in this paper, 


never 
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the necessity to consider the treatment system 
in isolation is very great and is quite tractable 
to our methods. 


Decision analysis 


Inevitably, we are faced with a problem. 
A system either does not work or does not 
work well. This is the case for medical 
record-keeping systems, which barely work 
and are very expensive; drugs which produce 
undesirable side-effects; and hospitalization 
which, people are coming to believe, is too 
expensive or non-productive (and in some 
cases, we suggest, both). 

When a problem is detected. the systems 
analyst prescribes a standard method for 
solving it. Decision analysis, as it is called, 
requires - in addition to an analysis of the 
system of interrelationships — a systematic 
assessment of the opportunities for corrective 
action. Every problem can be considered in a 
common way, as the eight steps below 
suggest. 

1. Define the problem and convert this 
into an institutional (read system) objective. 

2. Specify a means of measuring the level 
of the problem and the efficacy of solutions. 

3, Evaluate the performance of the current 
system with regard to the objective. 

4. Develop a range of alternative strategies 
for reducing the difference between the current 
system performance and the objective. In 
doing this, the problem must be evaluated in 
terms of the system components and opera- 
tions so that they can be productively adapted. 

5. Evaluate the costs and benefits which 
are likely to accrue to each of the alternative 
strategies. There are many methods to assist 
the decision maker in reaching quantifica- 
tions of such variables as risk, uncertainty, 
probability distributions, and utility (desir- 
ability). In this stage, the full impact of 
considering actions in the system context is 
felt. . ] 
6. After having evaluated each alternative 
in view of the zero-alternative of doing noth- 


ing, choose the optimal strategy for problem 


solution. 
MPS 46 
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7. Implement the strategy and control it. 
Whole new systems may be enlisted to ensure 
the success of the solution. These will contin- 
uously or periodically monitor the operation, 
enable redirection in mid-course or, in the 
case of strategies which are failing, bring the 
operation to a halt. 

8. The last step of the process, post- 
evaluation, is in many ways the most impor- 
tant of all. It is only after our decisions have 
been carried out that we are in a position to 
evaluate ourselves: our estimations of the 
problem, the likely pay-offs accruing to 
actions, and the costs of problem solution. 
This step is the /earning step. Properly 
conducted, learning assures the organization 
of development. Unfortunately, the step is 
rarely performed adequately. 


The management information system 


The vital functioning of decision-making 
depends entirely on the collection, evaluation 
and dispersal of information. For every task 
involving decision, there is some requirement 
for information. This is nowhere more 
obvious than in the mental health system. 
Data on the patient, his history and problems 
are the most common information elements in 
the system. But information about the 
effectiveness of treatments, about the cost and 
sources of supplies, and about the expecta- 
tions of the community is equally significant 
in relevant decision contexts. 

The management information system (MIS) 
is a complex probabilistic one. Which infor- 
mation to collect, how to store it, when and 
to whom to give it are the major issues. The 
design of a MIS to resolve these issues is 
fundamental to any exceedingly complex 
system like that of the mental hospital. The 
MIS need not be computerized or automated, 
but it must exist and function. It must 
facilitate the uncomplicated daily operations 
as well as the more complex institutional 
learning. In many cases, the failure of an 
organization can be linked to its inadequate 
MIS. In all cases. the complexity and informa- 
tiveness of the MIS must be no less than that 
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of the svstem itself. Otherwise the system is 
constrained to failure, produced not by its 
inability to respond in appropriate and 
complex ways but by the inadequacy of the 
information on which it bases its actions. The 
relevance of information in the mental 
hospital will become very clear in our later 
consideration and will converge on the prob- 
lem of the design of the utilization review 
system. 
The mental health system 

Any system which is purposive ¢ 
considered a machine, and vice versa. A 
purpose is a function which needs to be 
served. The primary purpose of the mental 
health system is the maintenance of mental 
health. That is not to say that the purpose 
of the mental hospital is the maintenance 9 
mental health; in fact, its function is quite 
different. This phenomenon is characteristlc 
of systems in general: systems and their 
component subsystems have different purpo- 
ses. Thus we can always expect to fin 
differentiation by functions. For example 
we find tissue serving as muscle or fat: some 
muscle performing the function of the rd 
some other providing grip strength 1n t 
hand; and so forth. Whenever components 2 
the entire system become differentiated a 
response to economies of specialization. yat 
simultaneously arises a need for integra 
Integration is the process of controlling 
differentiated organs or elements in m : 
way as to assure that the system purpos 
achieved (Lawrence & Lorsch, 1967). cula" 

It is important to note that Parl’ pue 
differentiations are arbitrary. It is seldo atia 
that there is only one best way to differe erve 
a system's subsystems. Instead. - $ 
differentiation is partially explainable "ment" 
of the specific attributes of the eim. ntal. 
system interface and partially a that 
Thus we consider it partially accidm potio 
mental hospitals perform the specific ^ ^ nef 


an be 


z ; ive 
which they do; we can attribute TEM 

DN a 
facilities of mental care the role of E ae 
differentiations. This permits "$ peal 


A nta 
all of the elements of the mer 
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System - hospitals, outpatient clinics. doctors, 
nurses, Psychologists, patients, insurance 
Companies, etc. — as potential alternatives or 
complementary subsystems, depending on the 
function to be served. 

Considering an organization like the hos- 
Pital as a subsystem within the entire mental 
health system is fundamental. Only by 
analysing the conditions of interaction be- 
tween the subsystem and the environment, 
Including the other components of the system, 
can we reasonably control the adaptation of 
the hospital to environmental changes and 
Stresses. These pressures come from a variety 
of Sources, notably social, economic, medical 
and legal, f 
ns this paper we focus entirely on the mental 

pital, considering it to be the primary 
Subsystem of the mental-health system. 

Uestions as to potentially alternative organi- 
Zations of differentiation and integration are 
relevant in many ways. It is the beautiful 
Nature of social systems that they are morpho- 
Benic, i.e, they can alter their own function, 
cature, or process (Buckley, 1967). Thus we 
iin anticipate major decisions within hospi- 
tenes specifically to questions of special- 

9n, expansion of control, and so forth. 

i ^ motivation to focus analysis on the 
ate Parallels recent shifts in publie 
With 'On. Society is increasingly concerne 
char the cost of care, the enormous daily 
Spat for room and board, and the seemingly 

Stve length of stay. It seems likely that 
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Rian We acknowledge the value of sa 
that eee On those who would € 

bis € effort is futile, the lesson of ae 
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2. THE CRISIS-INTERVENTION SYSTEM 


The mental hospital is in business primarily 
because its patients were, at some point, 
unable to maintain themselves (and to be 
maintained by the community) and had a 
mental crisis. Thus there is a semblance of a 
system which is crisis-oriented in its original 
input of patients. In fact, the crisis-interven- 
tion nature of the mental hospital system is 
pre-eminent. [n this attribute the mental 
hospital is quite similar to the general hospital 
which Sheldon addressed in a recent article 
(1970): 


Current medical systems are essentially reactive. 
When presented with a problem - a sick patient — 
the system responds and attempts to do something 
about it. There is very little consistent planning 
for patients by using past experience to predict 
likely alternative futures and developing contin- 
gent plans against their eventuality. 

It is illustrative to consider the elements that 
impinge upon the behaviour of the mental 
hospital, i.e. its environment. In doing this we 
hope to provide a context in which to con- 
sider how the separate functions of the 
hospital cooperate in the performance of what 
we can now see to be its primary purpose: 
to admit patients experiencing a crisis and to 
discharge them when the probability of a 
recurrence of a crisis is significantly reduced. 

In Fig. 1 we have portrayed the crisis- 
intervention system — thermodynamically, 
where particles (patients) are forced by 
different pressures to follow various routes. 
The population remains in a collapsible world, 
like a balloon, within which the members 
conduct their private and social lives. Many 
pressures are brought to bear on this world, 
and some of the inhabitants will be forced 
through the mental health crisis filter and 


the two. Secondly, we have not said that we can 
control without error. Quite the contrary. we 
take as a fundamental statistical axiom the 
existence of error and are therefore prepared to 
design systems which will reduce the chance of 
error to any arbitrarily small specified level 
(greater than zero, of course). 


392 F. Hayes-RotH, R. LONGABAUGH AND R. RYBACK 
Mental 
health 
filter 
Societal 
tolerance 
of deviance Crisis 
detection 
realestate | | | assessment. Hogia 
public Other and referral 
health x Fd stresses, systems 
Courts 
n ` octors 
Population S em Tear 
Economic i (2 ma og SHORT Outpatient 
pressures in =O. Do O d Selt -——— services 
"iic 
m (b) , Priests 
— society PN © Teachers 
Police 
Parents 


Family 
stress 


P 


Tf 


Employment 
pressures 


Community 
Facilities 


Fig. 1. The crisis-intervention system of mental health care. 


undergo treatment as patients. These pres- 
sures are familiar to social scientists and 
clinicians. The major factors influencing a 
person's statistical likelihood of requiring 
care, of passing out of the population through 
the crisis filter, are: family stress, economic 
pressures, employment pressures and inade- 
quate public health. (Of course, there are 
many other factors which may be more 
significant than these in specific cases.) As the 
pressure increases on the balloon, the 
excitation of the particles within increases 
and more are caused to exit through the 
filter. 

What happens when a patient passes 
through this filter-*has a breakdown', 
attempts suicide, ...? On the other side he 
is detected by any one of several agents. These 
agents cooperate to refer the patient to a 
particular care facility, one of which is the 
mental hospital. The agents of detection and 
referral constitute an important System in 
the environment of the hospital. They are 
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interacting systems, is a general one. In 
controlling organizations, it has long been 
a basic premise that individual and organi- 
zational goals are not to be expected to be 
congruent. To the extent to which congruency 
of goals is natural, the system needs less 
Control. Conversely, in the general case, 
inducements and other forms of control are 
required to assure the achievement of the 
Organizational goal (March & Simon, 1958). 
Consider, in this light, the difference 
between census objectives of public r. private 
hospitals, The former, operating on fixed 
budgets determined in advance, strive to 
lower the bed census and reduce the length of 
Stay in the hospital. This objective is shared by 
the administration, patient and physician. 
tis in no one’s interest in the public system to 
Prolong hospitalization. The opposite is true 
for the private hospital which depends on 
Paying patients to support the hospital by 
Consuming the services which are available. 
In terms of design, a system which has dual 
Objectives which are in contradiction - dis- 
Charge patients as soon as possible v. maxi- 
Mize revenue, which is acquired through 
charging hospitalized patients per day and 
Per service — is in an undesirable situation. 
wip Positions such as these can be found 
hin the detection and referral system itself. 
et à potential patient's family which 
ex $ to have the person committed. To the 
pu that they are motivated to expel him 
hi the family are they likely to provide poor 
i Sments as to his status. Thus the thrust to 
er interferes with the ability to detect and 


aa Similar oppositions abound through- 
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The CUT of the crisis-intervention system. 
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can be brought under the control of the 
hospital system -by integration of two 
competing systems or development of auxiliary 
subsystems on the part of the hospital (e.g. 
day-care and half-way houses) - the hospital 
can reduce its uncertainty about the volume of 
patients. This observation is not a suggestion. 
A decision that a hospital ought to develop 
auxiliary services would require in-depth 
analysis. 

Patients reaching the hospital are treated 
as inputs into its own system. Once this occurs, 
they are, in effect, controlled by the actions 
and decisions of the hospital system. In some 
cases they are rejected and are sent back to the 
referral system. In most cases the patient is 
admitted and, at some later date, discharged 
to the referral system. 

In the next section we consider the basic 
functions within the prototypical hospital 
system. We will see some functions differen- 
tiated to provide an interface with this 
environment. Interfacing is performed by the 
pre-admission unit on input and by the review 
and discharge unit on output. Other functions 
are differentiated to interact with these inter- 
face units. and so forth. 


3. FUNCTIONS AND DECISIONS WITHIN THE 
HOSPITAL 


In this section we will illustrate both the 
conventional functional description of the 
mental hospital and then pursue a more 
explicit system model which focuses on the 
decision-making controls. As we have sug- 
ested, the differentiation of functions within 
the technological system will reflect both 
technological specialization, interface. with 
the environment, and historical accident. 
These factors are all evident in the functional 
diagram of the hospital in Fig. 2: u 
In this diagram we see the pre-admission 
ening unit responding to inputs from the 
re! ces of referral. It is at this point 
ke decisions are made. Whether 
take decisions facilitate the 
whole system or primarily 


various sour 
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or not these 1n 
objectives of the 
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Fig. 2. A simple functional description of the mental health hospital. 
reflect the especial concerns of the pre- the patient and, as such, is the critical control 


admission unit is problematical. What is of 
interest at this level of consideration is that 
this unit has been created to provide the 
environmental interface on input. 
Subsequent to pre-admission processing, 
the patient is usually transferred to the next 
functional subsystem, the admission unit. It is 
here that preliminary testing and treatment 
plan is decided upon. It is here, too, that the 
patient is initially socialized. The original 
medical plan is an interface between the 
patient and the technological system. This 
interface or introduction is as critical in the 
technological subsystem as pre-admission 
screening is in the population subsystem (who 
will reside in the hospital). The socialization 
of the patient (e.g. orientation. meetings) 
is an interface between patient and pre- 
existing population, an interface in the social 
system. Thus, the admission process serves to 
initiate 
hospital. 
After a short stay 
the patient is scheduled for the planning 
conference. This conference functions to 
produce a complete plan for the treatment of 


two major subsystems within the 


on the admission unit, 


within the 


over subsequent experiences 
erves t0 


hospital. The planning conference $ 
design a road-map for the patient to 
services of the hospital; conversely, vs 
conference acts to open appropriate nd 
and close undesired ones to the patient- 
The next stage of hospitalization IS à 
implementation of the treatment plan Lp 
upon at the work-up conference. T b 
simply the operationalization of the T 
map. As the treatments continue, they of 
continuously monitored by the agent? 
treatment and recorded in appropriate ieee 
and records. ati 
At some point in this process, an evalut get 
of the patient’s progress is made. ual 
chapter 888 of the Massachusetts je, t^ 
Health Reform Act of 1970, for exam and 
reviews are to be rigorously sche : asctF 
organized. The purpose of review » isc 
tain the patient's preparedness e > ; 
back to society either with oF wina ape 
care services. Before this new law p M 
setts, evaluations were sporadic a? ee; 
by a variety of causes. such as the P ut 
request or the ward supervisor $ i 
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Fig. 3. Information and decision-making in the hospital. 


Vis extent to which chapter 888 has rectified 
of Condition is questionable. The generality 
this condition throughout Europe and 
Merica is evident, 5 
| discharge, the patient continues in 
ind ‘sed system of treatment and evaluation 
finitely. 
ee then, are the major functional 
ag Ponetits of the mental hospital considered 
Patien, o inical system to receive mental 
Teferra] referrals and to return them to the 
e Ke agents subsequent to treatment. In 
Comptie, Subsection, we address the more 
eee ea decision system which effects 
ünctions. 
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means for integrating and controlling the 
‘whole’ process. Thus we can expect to find 
information relating to each of the technolo- 
gical functions separately as well as a vast 
supply of information relating to higher-order 
integration functions. The process of collect- 
ing, storing, integrating, evaluating and dis- 
persing information is performed by the 
management information system. Because the 
separate task-oriented subsystems are them- 
selves highly differentiated, the MIS will 
necessarily reflect this differentiation in 
diverse data components and organizations. 
Stated simply, different information, for 
different people, making different de- 
cisions. 

In Fig. 3 we have elaborated the functional 
system design of Fig. 2 focusing on the 
decisions which are made and the information 
which is used. Such a basic diagram, an 
information flow sheet, is a preliminary 
approach to understanding how. why and 
when decisions are made. Basically, the dia- 
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gram uses a flexible notation. Decision-makers 
are enclosed in oval ellipses. Decision pro- 
cesses are enclosed in rectangles. Information 
which is passed to decision processes or 
decision-makers is conducted by broken 
lines directed towards the user. Information 
which is produced is conducted away from 
the producer by broken lines. Unbroken 
lines are intended to show participation in 
decision making which goes beyond simply 
providing information. 

At the uppermost level of decision-making 
we have the planning and budgeting process. 
Surprisingly, in many hospitals, this process 
is informal or ad hoc, being invoked occasion- 
ally to ensure adequate finances for the 
operation and capital expenses which arise 
(Hayes-Roth, 1970) The three significant 
participants in the budgeting process are the 
trustees, the superintendent and the medical 
staff, usually represented by the medical 
director. Each of these participants shares 
some common objectives. Significantly, each 
of them is responding to different pressures 
and trainings. Once again, our decision 
system reflects divergent forces influencing 
behaviour, and these are primary sources of 
uncertainty for the system. To the extent that 
budgeting and planning affects the entire 
system, the isolation of institutional objectives 
in the planning process is crucial. 

We note at this time only one of the 
contrasts which has been found to be particu- 
larly salient by the authors: the vast disparity 
between technological expectations and com- 
munity expectations. In transportation, for 
instance, technological expectations are liter- 
ally other-world: the moon and stars, upper 
atmosphere, and underwater. Community 
transportation expectations are quite mun- 
dane: better mass transit, cheaper roads, less 

congestion and clean air. Such disparity in 
the expectations of two participants in a 
decision system is of primary importance. The 
mental hospital is a parallel to the trans- 
portation system The public as a constituency 
demands inexpensive care (though as indivi- 
duals in need, they seek the best): the hospital 
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continues to provide ' better", more extensive 
care at a higher cost. The patient seeks quick 
return to his environment; the physician 
optimally seeks to prolong the patient's stay 
until the risk of relapse is greatly reduced. 
The patient may wish to be reaccommodated 
to his existence in whatever way possible: the 
clinician prefers to expand patient awareness 
and self-control. 

The hospital intake decision provides the 
system interface with the environment. All 
concerned parties participate in the intake 
proceedings, including the referral agent 
(perhaps the patient himself), the pre- 
admission unit at the hospital, and the payer. 
Each of these participants manifests different 
objectives. In some sense, the intake decision 
process can be considered a difference 
machine or comparison-machine which operates 
on several items of information, divided. in 
the figure into patient (family) and hospital 
variables. The difference-machine evaluates 
the concordance between the hospital system 
and the patient system and produces, a 
decision (0/1; no/yes) on the compatibility 
of the two. 


$ , van be 
The elements which are compared can ies 
Š . : m o 
classified in several arbitrary Ways. In (1) 
are: 


system the primary patient variables : 
problems: the specific psychiatric, social. 
physical aberrations which have caused ib 
patient to pass through the mental hea di 
crisis filter; (2) expectations: the conceptio 
regarding the patient's problems ape 
mental hospital system which have Ke 
combined to result in the referral; Gen 
the means of payment to the hospital et 
considering the patient's income sour 
insurance policies and debts: 
time: the difference in worth to the Qa the 
of one day either spent hospitalized or! ho 
next best alternative; (5) referral ar 
sent the patient to the hospital and M. 7 the 
For every variable in the domat" terpat 
patient and his family, there is à rm 
in the hospital system. The major are 45 
variables considered at pre-admissions an the 
follows. (1) Services: what problems ce 
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System be expected to reduce? (2) Efficacy: 
how well can the hospital meet the expecta- 
tions for its performance? (3) Charges and 
Certification: how does the hospital. accrue 
expenses for the patient and what means of 
third-party (insurance) payments are there? 
4) Length of Stay: how long will a patient 
with a particular problem-profile be hospital- 
ized (average, standard deviation, etc.)? (5) 
Priorities and facility capacity: how many 
pea can the facility service, and how does 
ot its preferences among competing 
patients? 
the LB this framework, decisions to alter 
functio M policy can be considered as 
sse st these ten variables. The variables 
of rec are produced by complex systems 
output 2 In fact, we notice that the final 
hospitali. the entire system consists of post- 
"is ization patient variables of the same 
input qu these we have just observed on 
: This is our first example of feedback in 
for oem Feedback is the passing of 
Units Me about performance to system 
ate eae base their actions en the current 
à ther the system. Homeostatic systems, like 
eedback te are the classic examples of 
Variable Systems. In the case of these patient 
Xceedir? however, we are considering an 
this d complex system. The isolation of 
Coes * Pack loop is a first step toward 
Ron ully controlling these patient variables. 
loop this exceedingly complex feedback 
able des Can hope to abstract more manage- 
Such , "stems for analysis. One example of 
Pre. 6 Subsystem is the complex one relating 
izaj, "Pitalization finances to post-hospital- 
Ype, finances, Having established that the 
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Completely determine the charges 
Sa V © patient experiences, we can proceed 
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training, technology and expectations (Hayes- 
Roth, 1970). ! 


The information system 


To some extent we have described how 
external factors (patients) are introduced 
into the system. As we discussed in the last 
section, once inside the hospital many sub- 
systems of control begin to operate. In this 
subsection we wish to consider the relation- 
ship between the technological system of the 
hospital and its information system (IS). i.e. 
how the decisions that are made concerning 
admission, planning, review, and discharge 
are produced in interaction with functional 
components like the doctors, nurses and social 
workers, and with the elements of informa- 
tion which are obtained like the patient's 
prior history, laboratory tests and progress 
notes. The system which effects this interaction 
and, intheory, ensures the proper performance 
of the technological system is the information 
system, a component of the more extensive 
MIS. 

As indicated in Fig. 3, we have denoted four 
components of the IS which are especially 
pertinent to the control of the patient's care 
programme. The four components are data 
on the /iistory and classification on the patient, 
on his problems, on the treatments and tests 
to which he is subjected, and on his progress 
(the effectiveness of the treatments). These 
four components interact with one another 
and with the decision-systems to accomplish 
the purpose of the technological system. 
We consider each of these components 
separately. 

Much of the pre-admission processing and 
admission decision-making depends heavily 
on the collection of data pertaining to the 
patient's history and classification. Social 
workers, interviewers and referring doctors 
all participate in providing and utilizing these 
data. The IS utilizes particular means of 
obtaining and storing these data. Included 
in these data are records from other hospitals 
the patient has utilized, family interviews, 
original observations of condition, and speci- 
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fic personal identifying data. These data are 
used to determine, in part, which wards are 
feasible for the patient (sex, age, etc.), which 
treatments are feasible (allergies, violent 
reactions), and contingencies on discharge 
(unemployed, married). Much work is usually 
devoted to obtaining these data, and in most 
cases the costs associated with the data 
collection are utterly out of line with the 
quality and value which they produce. This 
is not to be construed as a suggestion that 
these data are not important. On the contrary, 
it is precisely because they are very important 
that the subsystem associated with their 
collection and dispersal must be made more 
efficient and cost-effective. 

The assessment of the patient's problems 
is of overwhelming consequence both for the 
IS itself and for the technological system. This 
seems intuitive enough, yet it is a notion 
outstandingly absent in the mental hospital 
system. Too often records are kept only of the 
physician's attempts to alter the problem 
condition or of his diagnosis of the problenr's 
cause. These are wholly inadequate. Imagine 
what would happen if you were to be asked 
to treat a new patient, whose record contains 
mention of suspected depression and psycho- 
therapy, but no mention of the patient's 
problem, inability to sleep. Were there some 
other causes of the problem you would most 
likely pursue an inappropriate course of 
action. The absence of problem citation in 
medical records is incomprehensible when 
considered in light of its importance in the 
planning decisions and periodic review. The 
IS must obtain these data and provide them 
when consideration of problems and progress 
occurs. 

The third component of the IS consists of 
data on the treatment plan itself. Here is 
recorded the operational plan of attack on 
the patient's. problems. Thus the planning 
committee produces schedules, meetings, 
therapies. and so forth, and the IS must 
ensure that these are properly conducted. 
Subsequently. each treatment and test which 


is administered is recorded. and the measure- 
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ments taken are noted. In many ways the 
treatment plan component is the major sub- 
system of the technological IS. It is the means 
of carrying the plan through to completion. 
It is the source of data for control of the 
technological plan. Without systematic Te- 
cording of the processes of care, no subsequent 
guidance is possible. 

The evaluation subsystem of the IS 
required for assessing the patient's progress 
and the effectiveness of the treatments to 
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nology must monitor how it i$ doing: gt 
should ensure that patients who are 
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tion system, the functions that it is shown to 
Serve, and the medical record itself. What 
emerges is a medical record vastly different 
from the current one: useful and designed 
with the entire system in mind. 


4. THE PROBLEM-ORIENTED MEDICAL 
RECORD 


^ medical record which is particularly 
Well suited to the information system we 
have been discussing has been advocated by 
Weed (1969). He has termed this record the 
Problem-oriented medical record. Although 
Weed was concerned with the application 
ne ystems techniques to the general medical 
td, the record is being adapted to the 
Specific needs of the mental hospital (Hayes- 
ae et al., 1972; Grant & Maletzky, 1972: 
Nea & Gardner, 1973). The problem- 
tear medical record is designed to 
the et the functions of the IS discussed in 
Bis ast section. It contains four sections, 
aon parallel to the four components 
€ information system: (1) the data base, 
( E a Problem list, (3) the initial plan, and 
is dies Progress notes. Each of these elements 
in Cussed in term, in Weed's own original 
Tiption (1969). 
a Mei data base. Ordinarily present in the 
of th Sion note, they may include any or all 
Profile following: chief complaint, patient 
acy © 4nd related social data, present illness, 
exa, Slory and systems review, physical 
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related directly to the list of problems and 
should be numbered and titled accordingly. 
Operative notes and notes by nurses and 
paramedical personnel are to be included. 

(b) Flow sheets. `Flow sheets" containing 
all the moving parameters should be kept on 
all problems where data and time relationships 
are complex. The flow sheets and the progress 
notes constitute the follow-up phase of the 
record-keeping process and, as such, are the 
dynamic centre of the medical record. 

(c) Discharge summary. No patient should 
be discharged until the house officer of the 
hospital has written an adequate retrospective 
note on each numbered problem on the 
patient's list. 

Several things should now be pointed out. 
Although a properly performing IS must have 
all of the items which Weed describes, it 
need not organize them as he has. We 
personally accept this organization and are 
actively seeking new avenues of experimenta- 
tion with the problem-oriented medical record. 
The medical record as described is not 
independently adequate to perform all of the 
functions of the IS, because some of the func- 
tions and data must be provided exogenously. 
However, this medical record can do every- 
thing that the current one can and in a more 
efficient way. Finally, this record-system offers 
the hospital usable data, valuable for control 
and learning, which is beyond the capability 
of the conventional medical record. 

Two particular aspects of the problem- 
oriented medical record are worth noting in 
the context of the hospital MIS. These are 
the computerization of the information sys- 
tem and the assessment or perronen a rie 
practitioner. These will be considered sep 


arately. ; 
Computerizat 
depending on wh 


ion can bea boon ora disaster 
ich problems are addressed, 

well they are adaptable to compater 
po i and how well the applications are 
en ugh to completion. Weed asserts 
ge e minns of medical action will 
that ‘eveT 


ization’ (1969). 

fit from computerization (1969) -— 

bas however know that this: 15: torang 
we. n : 


330 


dependent on the successful management and 
limitation of the computerization. What is 
particularly significant to the hospital which 
is not yet fully automated (and we know of 
none which is) is not how to become com- 
puterized, but how to design an effective system 
given the technologies currently available 
and those likely to eventuate in the near 
future. In all cases the criterion of action is 
not whether a machine can actually perform 
a task, but what is the optimal system design 
to perform the purpose for which the system 
exists. 

These considerations suggest that the needs 
for information processing be evaluated in 
terms of the complete system and all the 
pressures on the system. Specifically, the 
introduction of any computer-based opera- 
tion should be well designed to facilitate 
integration with other subsystems, extension 
of influence, and ease of hardware replace- 
ment. It is impossible to over-estimate the 
value of comprehensive planning when 
considering expensive and highly individual- 
ized machines for introduction into a system. 
Clearly, much of the work in collecting the 
data base and scheduling of treatments can 
effectively be managed by a computer-based 
IS. The presence of this particular sub- 
system makes possible heretofore unavailable 
opportunities. Automated payroll, inventory, 
billings, and accounting systems constituting 
a complete MIS could utilize the free time and 
space provided by a machine introduced for 
completely different purposes. The inter- 
actions of the machine with the System are 
complex. Although we are avid consumers of 
computer services ourselves, we do not see 
them as elixirs or cheap tools. On the con- 
trary, they are expensive, powerful and re- 
quire sophisticated management, program- 
ming "a Because we look for- 
ward to the computerizati i 
record as e d per 

Ourselves to 


this possibility as one of long- 


range i 
tance. Be mpor 


The importance of a medical record that 
could be automated is great. The condition: 
s 
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which a record must meet to facilitate 
computerization are subsumed by those set as 
requirements for a successful IS like that we 
have discussed. These conditions are met by 
the problem-oriented medical record, and it 
is for these reasons that we advocate its 
adoption. 

We mention that the possibility for the 
assessment of performance of the practitioner 
was entailed in the problem-oriented medical 
record. This is true because maintaine 
within the record will be an incontrovertible 
account of which problems were identified. 
how they were attacked, and how well z 
attack succeeded. Nothing of this sort - 
ever been available in the medical pem 
before and it may come as à shock to $0! or 
Every other professional field has ‘courts get: 
deciding the proficiency of the pues 
In the sciences, the journals are used to 
performance, and articles are subjecte na 
relatively exacting scrutiny by a 
colleagues. In industry, models are from 
plans are formulated, and deviations aod 
plans are carefully studied. Only !? kone 
medicine is criticism of the practit® wn 
action subject only to the practitioner dback 
personal evaluation. The notion es yearn’ 
is outstanding, in its absence, in tue era 
and development of the physician id jon? 
pist. Both for the control of poor m. of thé 
and for the education and advancem? ack o? 
vast majority, the potential for fee 3 lish” 
performance is to be welcomed. The in ont 
ment of medicine as a scientific disciP 5 opte?! 
accepting the value of a feedbae 
system, is now possible. 

In this section we hav 
problem-oriented record a ^ .., 
establish an effective technologi v 
has been argued that such 2 sy effec on 
provide enormously beneficial S! pizà 
would not be a detrimental T 
of the record-keeping system 
computerization is held t? 
the long-run, and the pre 
medical record will facilitate 
adoption. 
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Fig. 4. Fundamental feedback loops for continuous learning within the mental hospital. 


Š. LEARNING AND FEEDBACK IN THE 
MENTAL HOSPITAL SYSTEM 

aS been argued that feedback is an 
t requirement of effective control. 
&ctive Y. feedback is the mechanism of 
that lr It can also be demonstrated 
back. Ming js utterly dependent upon feed- 
etorgin e learn to adjust our behaviour 
ances 8 to the desirability of the perfor- 
learn; We can effect. But feedback and 
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Vste Ments 
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Rae Tee Nges in the environment. We 

feq, "exam: 

hog back l Mined Fig, 3 to abstract three 
Pitay  9Ops of great significance to the 


Stem. Much of our involvement 


with the mental hospital system pertains to 
efforts to improve the nature of these feed- 
back systems. The three systems which will be 
discussed below comprise the skeleton of an 
intelligent MIS which learns about its own 
nature. 

1. Community expectations system. As was 
mentioned briefly in our earlier discussion, the 
expectations of the community are major 
factors in the demand for mental hospital 
services. These expectations are affected by 
feedback on the realities experienced within 
the system. In the first loop diagram in 
Fig. 4 we have chosen the system which 
begins with the trustees’ use of community 
expectations in the design of administrative 
policy and eventually leads to the production 
of new expectations altered by the patient and 
family experiences of the hospital. Under- 
standing this feedback loop is a prerequisite 
for adequate hospital planning. It would be 
quite possible, we think, to predict success- 
fully the changes in the hospital environment 
primarily from these hospital experiences, 
Excessive costs, length of stay, deprivation of 
freedom and lack of patient participation are 
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factors which cannot be ignored in the con- 
tinuing development of expectations. We 
can expect to find many alternatives to the 
hospital system arising in conjunction with 
one aspect or another of these problems. But 
expectation is a double-edge concept. Because 
patients expect to be cured, expect that 
mental illness is a common phenomenon 
which is socially acceptable, and expect the 
hospital to be effective, the pressure for proof 
of success is greatly reduced. 

2. Treatment effectiveness system. The sec- 
ond feedback loop in Fig. 4 is based on the 
development of notions of effective treatment. 
It was assumed earlier in our discussion that 
the planning of treatments and tests was 
developed in accordance with the patient's 
problems, like a one-to-one mapping. Un- 
fortunately, this is less true than it should be 
in the current system. Because treatments are 
assumed to be as effective as they could be, 
they are not systematically evaluated. The 
effectiveness assumption goes unchallenged 
year after year. Because the specific treatment 
plan pursued is the greatest single determinant 
of cost of care, this continuing unlearning 
system should be analysed. We have modelled 
this feedback loop in a way which is consistent 
with utilization review, a systematic review of 
the input-output processes of the hospital 
required by the Social Security Administra- 
tion. We will focus on the utilization review 
process in the next section. For our immediate 
purposes, it will suffice to define the utiliza- 
tion review feedback system as the method 
of learning what treatments are effective, in 
what circumstances, and for whom. 

3. The service production system. The last 
feedback system in Fig. 4 is a complicated 
network of interactions in the production of 

care and treatment services. Administrative 
and medical policy is determined, in part, by 
the cooperative efforts of the superintendent 
of the hospital and the director of medical 
staff. Each of these two participants responds 
primarily to different factors in his decision- 
making. The superintendent faces the task of 
developing a balanced budget which offers 
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some degree of year-round control. For 
him, the consideration of costs and resources 
is primary. In the service production feed- 
back system, it can be shown how the costs 
and resources facing the superintendent are 
affected both by the actions he takes based on 
these variables and by the actions. of 
his counterpart, the director of medical 
staff. E" 

The medical staff is primarily guided in its 
behaviour by its technology and training. 
When faced with a particular case problem, 
the physician typically prefers one method of 
problem attack over any other. This problem- 
solving approach is influenced heavily by the 
training the physician has received and by the 
physical and technical components of : 
treatment system which are available to ye 
in the hospital. Thus electrotherapy may » 
preferred by a physician, but unavailable: 
Because medical technology is growing 
increasingly more complex and specialize 
one can expect the medical staff to Lon 
the more sophisticated and costly mam 
available. This is a natural result of increas! ^ 
differentiation of functions within the a 
nological system: problems become e e 
defined, treatments are specially designed. shet 
the resultant specialization yields y c 
costs, greater numbers of unique Re olai 
and lower frequency of use of any part 
treatment service. 

In the development of the adit 
administrative policy, the two 
makers are forced to compromise 
another’s viewpoint. The medical sta vide i^ 
what services it would optimally pe 
the absence of resource constraints. 
intendent directs what level of expe” 
acceptable within the expecte 
sources. * 


in each ° su 


* individuals s 
Of course, individ these M 


positions experience conflicts ove! 
within themselves as well as beer it 5 
and other role occupants. HoweV*" opsies the 
position that in between-role cont inii 
role will be the primary factor in dete 


perspective of the advocate. 
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What is interesting is that the expected re- 
tae are produced by the intake of patients 
. € system, the patients arriving at the 
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6. SYSTEMATIC UTILIZATION REVIEW 


The increasing public involvement in the 
financing of health care services has prompted 
a requirement for systems of review. The re- 
view mechanism is intended to ensure the 
quality and efficiency of care extended to the 
patient. Basically, the review mechanism, 
called utilization review, was originally 
introduced in the United States in the 1950s 
and later incorporated (1965) in the Medicare 
programme to facilitate the appropriate 
utilization of institutional facilities and 
professional services. As designed for Medi- 
care, the programme called for a written 
review plan and utilization review from every 
participating hospital. By and large, the 
experience with utilization review, particu- 
larly in psychiatric hospitals, has been dis- 
couraging. At the very least, U-R has failed to 
accomplish its goal of ensuring efficient and 
quality care. It is a basic tenet of our argument 
that a successful U-R system necessitates 
many of the features of the IS discussed in 
earlier sections. In this section, we will 
describe how the U-R system can be accom- 
plished and suggest ways to facilitate its 
implementation. (For an example of this 


approach see May, 1971.) 
As called for by Medicare and Medicaid 


administrators, the U-R plan must provide 
for a retrospective review of profiles and 
patterns in addition to a review of selected 
samples of individual patient records. These 
reviews are to be conducted systematically 
and periodically, and they are intended to 
result in recommendations for changes in 
medical and administrative practices. (Hos- 
pitals which fail to meet these requirements in 
their U-R plan may not be recertified for 
Medicare.) 

The basic systems approach to U-R can be 
found in Fig. 5. It is presupposed in this 
discussion that the data manipulated in 
review aie actually accessible in the medical 
record, a condition that is unlikely to be met 
where the problem-oriented medical record 
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Fig. 5. Systems approach to utilization review. 


is not in use. Each of the items considered in 
U-R has a specific role in the problem- 
oriented medical record as we have already 
discussed. 

The first step in U-R is the identification of 
patient and hospital types. Categories are 
familiar ones: like age, sex, payment method; 
in-patient, night care, day care. Patient 
data are recorded in the data base of the 
problem-oriented record. 

The next step in U-R is the categorization of 
problems being addressed. For hospitals 
employing only diagnostic schemes, these 
may be substituted (with a likely decrease in 
effectiveness). Thus a review of services may 
be addressed to distinct problems, groups of 
problems, or over all patients. 

The evaluation of appropriateness of problem 
identification considers the reliability of 
problem coding among the various profes- 
sionals who enter problems into the record. 
This process is very significant in hospitals 
retaining diagnostic orientations where relia- 
bility of diagnoses is perhaps questionable 
(Reidel & Fitzpatrick, 1964). As problems 
become narrowly defined and operationally 
identifiable, we can expect an increase in the 
reliability with which they are cited. 

The measurement of the level of problem 
condition is a fundamental stage in review of 
treatment effectiveness. We require that every 
problem be objectively identifiable and that 
the level of severity be measurable in a 
relatively reliable way. This is necessary to 
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assess the way each affects the problems of 
the patient. 

The objective level of outcome obtained is 
Tecorded after each therapy session. perhaps, 
9r periodically at each treatment review, or at 
discharge. In all cases some measurement of 
Problem levels after hospital intervention is 
Tecorded in the medical record. In U-R our 
goal is the assignment to each treatment 
under consideration the effects which it had 
On the patient's problems. Thus we will 
Systematically assess the effectiveness of each 
treatment, for each problem, for each group 
of Patient, for each type of hospital. The 
Objective level of outcome thus obtained is to 
be contrasted with the cost of providing this 
treatment, obtained by cost accounting 
techniques, 

Selection of cost-effective treatments by the 

“R system follows these steps directly. Once 
treatments are evaluated for the benefits 
they Produce, the choice of the most cost- 
effective treatment is at least possible. It is 
clearly the intention of the U-R requirement 

^t this selection occur. How the most 
desirable treatments are selected is an interest- 
mg and difficult problem, requiring analysis 
oe interacting variables (Raiffa, 1969). 
liter the hospital trustees, super- 
s ndent, and medical staff must control the 

Pecialization of the hospital in the manner 


schemes, Clearly, this is implied 
Soc; © spirit of U-R as required by the 
tal Security Administration. 
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instruments; and the method of generation 
and implementation of recommendations for 
policy changes. 

Utilization review is a long-range goal 
which is just emerging in the hospital. It is 
clear that it serves a vital learning function 
in the hospital. As a mechanism of feedback 
it is well suited to the system in which it 
operates. It will be difficult to adapt many of 
the systems in the hospital to the specific 
requirement of U-R without first compre- 
hending the significance of U-R, the nature of 
information systems, and the fundamental 
principles of systems analysis. However, these 
concepts are not unapproachable and we 
look forward to rapid and significant progress 
in their application in the mental-health 
system. 


7. CONCLUSIONS 


We have come a long way. We have 
established a framework of systems analysis in 
which the operations of the mental hospital 
can be evaluated. We have suggested that 
these methods were vital to the understanding 
and control of the system, and, of course, 
that control was desirable. In many ways the 
mental hospital qualifies as an exceedingly 
complex system. One of the goals that we have 
established is to abstract from the whole 
system smaller and more tractable _Subsys- 
tems. Medical record-keeping and utilization 
review are manageably complex systems in this 
sense. Their role in providing information 
about the course of the system is vital. 

We have suggested that a management 
information system is the backbone of a 
complex organization, whether or not it is 
well planned. The organization is limited in 
the quality of its behaviour by the quality of 
the MIS. The goal which we have established 
for an MIS is that it accomplish the functions 
of the organization effectively and provide a 
anism for learning and adaptation to the 
environment. The interaction between the 
aS pomamaat Beitr 

ental-care servic - 
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tionship about which the MIS can be expected 
to provide valuable information. 

Simply, we have argued for rational plan- 
ning in the hospital. Beyond that, we have 
provided a framework wherein rationality is 
operationalized. Systems within the hospital 
can be evaluated both in terms of their 
internal effectiveness and their integration 
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with the entire organization. Hospitals are 


in the unusual scientific position of acquiring 
massive amounts of valuable information In 
the course of normal operations. They are 
unusual in another way. too, in their reluc- 
tance to use this information to their own 
benefit. It is this reluctance that we have 
questioned in this paper. 
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The schizophrenias: operational definitions 


Bv A. D. FORREST anp A. J. HAY* 


THE MODEL 


_ The medical model, i.e. the concept of an 
illness with a known or suspected aetiology, a 
Predictable course and hopefully a rational 
treatment based on aetiology, has served 
Medicine well. But for some time psychiatrists 
have become sceptical of its explanatory 
Value in conditions such as personality dis- 
order and neurosis. In regard to the latter the 
Notion that neurotic predisposition was based 
9n à continuously variable personality dimen- 
Slon owes much to the work of Professor 
Eysenck, But schizophrenia had seemed 
Safely ensconced in the medical model cate- 
gory ever since Kraepelin (1919) first suggested 
the demarcation between dementia praecox 
and manic-depressive illness. Unfortunately 
Perhaps, the syndrome dementia praecox 
M de expanded into the concept of 'the 
'Zophrenias’ by Bleuler (1911) and has 
ĉen further expanded in American practice 
ces Gurland et al., 1970) so that the majority 
tenga PiSsions with functional psychosis have 
Can ed to be labelled schizophrenia in Ameri- 
Clinics, 

Mplicit in the medical model is the con- 
ore um illness occurring in a subject who had 
i ‘ously been relatively well; thus one of the 

Partant prognostic factors listed by Slater 
alit ay (1969) is the good premorbid person- 
TM nother factor rated important pes 
insig; 995 0f onset of the iness: 2 SON 


The e onset has a poor prognosis: 
M mensional hypothesis for psychosis 


Ce 


Sp Sn b been proposed by Eysenck S 
(cif l 68) and more recently propose 
Dred) i: for Schizophrenia by Claridge 

Miss a Tidge regards the schizophrenic 


Sition variable 


as a continuously 
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personality dimension with a polygenic type 
of inheritance. The disturbed "behaviour" 
which leads to the patient being referred to the 
psychiatrist and is thought of traditionally as 
"the illness" could be, in his view, the result 
of extreme genetic loading, or alternatively 
the effect of genetic loading plus particular 
emotional stresses often related to family 
conflict. 
THE DIAGNOSIS 


Kraepelin's original concept of dementia 
praecox was clinical and restrictive, based 
securely on the observed phenomena but 
linked with a poor outcome. Bleuler (1911) 
again based his argument on clear descrip- 
tions of the phenomena but introduced crit- 
eria for diagnosis which were conceptual, i.e. 
autism and loosening of associations. Bleuler 
also was the first to expand the concept to 
include cases with marked affective elements. 
Meyer (1951; Meyer er al., 1911) introduced 
the wider social concept and the idea that the 
subjects whole life experience had some 
relation to the present illness. The dominance 
in America of the psychoanalytic school, with 
its lack of emphasis on the observed pheno- 
mena and its greater interest in unconscious 
mechanisms, probably led to the expansion 
of the diagnostic concept of schizophrenia 
in that country (Kendell, 1972). Langfeldt 
(1937, 1939) attempted to maintain the 
boundary of the concept schizophrenia by 
separating off the schizophreniform illnesses 
qnd this present paper derives much from his 
cepts. 
ailing tendency, more marked 
/4 America than in Europe. was to expand 
in Ame t schizophrenia over the four 
the concep 960 but at the same time to 
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on the definition of the boundary. Leonhard 
(1959) was the most prominent exponent of an 
elaborate within-group classification. In the 
U.K. his views and those of Schneider (1959) 
were taught by the late Professor F. J. Fish 
(Fish, 1962), but even he (Fish, personal 
communication, 1960) agreed that the Leon- 
hard type of classification could only be 
applied when the patient had reached a 
‘steady state’ (i.e. after several years in 
hospital). In a recent study in which all recor- 
ded symptoms (in some cases from a large 
number of admissions) were evaluated, it was 
found that the overlap of symptoms was so 
extensive as to negate the value of an intra- 
group classification (Hay & Forrest, 1972). 
Helmchen and his colleagues (Helmchen, 
1972) have, however, shown a satisfactory 
discrimination between subgroups when the 
analysis related to one point in time. 

Many workers in this area seem to be 
moving toward operational definitions in 
schizophrenia (Feighner et al., 1972; Helm- 
chen, 1972; Hay & Forrest, 1972), 


Contributory problems in the psychiatrist and 
in the social consequences of diagnosis 
Part of the problem of diagnostic clarity 
in regard to schizophrenia relates to the 
immense complexity of the phenomena them- 
selves which change over time in Tesponse to 
emotional pressures and therapeutic endea- 
vours. But there is also the problem of the 
psychiatrist, his training, orientation and the 
social consequences of making the diagnosis of 
schizophrenia (Laing, 1967). In Edinburgh in 
1957 the diagnosis of schizophrenia was made 
rarely because of the view, attributed to the 
late Sir David Henderson, that this was a 
grave prognostic label to attach to a patient 
and one which had serious Consequences (e 
if the patient later wanted to emigrate B. 
apply for life insurance). This humanitarie, 
restriction on diagnostic practice would bins 
pleased Scheff (1967), who claims that docto e 
are more prone to find disease whet TS 
disease exists than the reverse. This tende no 
to make ‘false positives’ Scheff ascribes i92 
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bias in their training as medical students. The 
training and age of the psychiatrist influences 
the criteria he uses and the frequency with 
which he makes the diagnosis (Timbury 
& Mowbray, 1964). Again, the differing 
practice between New York and London 
(Cooper et al., 1972) may well relate to the 
American ethos that private-practice psycho- 
therapy is the desired goal for all aspiring 
Psychiatrists in training whereas in the U.K. 
hospital posts in the National Health Service 
form the usual career objective. For the 
psychotherapist schizophrenia is usually : 
negative diagnosis; it means the patient is n° 
suitable for the form of treatment (€& 
* office psychotherapy?) that is the American 
Psychiatric mode: while in the U.K. E 
diagnosis carries rather positive treatmen 
and aftercare responsibilities (Affleck i 
Forrest, 1971). We must recognize pn 
differences in diagnostic bias and e 
historical antecedents (Kendell, 1972). al 
dell also emphasizes the need for operatio™ 
definitions: a diagnosis is only of value p 
Predicts; a diagnosis prediction is of ‘niet 
if it leads logically to other hypotheses d 
Can be tested, s of 
We are going to consider five syndrom sis 
he schizophrenias’: childhood PSY", 
Schizophrenic syndrome of young aot cho* 
Paranoid psychosis, schizophreniform psy life 
SIs and the paranoid psychoses of 4 ibe 
Three of these syndromes will be descr atut? 
detail later in the paper but the nomene P 
requires explanation in relation to 
Part of this paper. t 
y which pe 


S 
jagnos h 
diag sek: 


Factors apart from phenomenolog) 
be considered in the process of ( 
These might be listed thus: (1) 48° ur 
) marital status, (4) social class: (tor? 
Onset, (6) premorbid personality. l qan 
alcohol or drug abuse, (8) history ? 
brain damage. 
án. onl? 
Ka "-— at the oP jif? 
Y (1972) maintains that ™ gter 
paranoid hallucinatory psychoses ° 
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are not only "schizophrenias^ in the descrip- 
live sense but are also akin to the schizo- 
Phrenias of earlier life in an aetiological 
Sense. Kay rightly emphasizes the similarities 
amongst all the schizophrenic syndromes of 
different age-groups, but for diagnostic 
clarification. the differences need particular 
emphasis, Thus childhood psychoses are 
illnesses beginning before puberty and charac- 
terized by language impairment, motor man- 
nerisms, obsessional attachment to objects, 
and the incidence of organic features is high 
(Rutter, 1966). In old age (>65 years) there 
IS again in many cases evidence of brain 
damage; deafness is common (ie. 40%; 


o* 
Roth, and social 
Iso] 


1955); systemic illness 
ation are not infrequent. 
Schizophrenic syndromes of adolescence 
and young adults are different again, with 
Male predominance, age onset between 16 and 
years, a relative absence of organic and 
toxic factors, but family conflicts suggesting 
the importance of work role attainment and 
Separation from the nuclear family. 
Paranoid psychoses (ages 35-64) are much 
more common and toxic factors (i.e. alcohol 
voc tes: evidence of brain damage and 
tab Isolation and cultural dislocation are 
€ factors, 
age 1 Z0phreniform psychoses begin at any 
16 "er appear to be commonest between 
d 64 years. The onset is acute and 
m^ emotional or toxic (eg. LSD) 
r a. nn 1S common. There is often a 
ed affective component. 
Sey 


dim differential age-sex distribution in the 
8m "s Schizophrenic syndromes requires 
hoi “Sis. There is little doubt that the para- 
fem, PSYchoses in the elderly favour the 
Psyche (Kay & Roth, 1961) while in childhood 
As 1.555 males predominate (Rutter, 1966). 
fa, Cards the schizophrenic syndrome of 
Dc, dult life Braatoy (1934), Noreik & 
(D (1966) and Hartmann & Meyer 
“hing 12d noted that the peak incidence of 

*Phrenia affects males several years 
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earlier than females. In Edinburgh we found 
in a consecutive series of admissions under the 
age of 30 years the ratio was two males to one 
female. For first admissions under the age of 
20 years the ratio was 6-5: 1. Over the age of 
40 years the sex ratio switches to two females 
to one male. The sex ratio of schizophreni- 
form psychoses is not recorded in most 
papers (e.g. Holmboe & Astrup, 1957) but 
local experience suggests that in this group 
males slightly outnumber females, 

These sex differences may seem trivial but 
they have diagnostic significance, ie. the 
firm diagnosis of schizophrenia in a girl 
aged less than 20 years justifies reconsidera- 
tion. We have only made such a diagnosis 
twice in recent years; in both cases the father 
was a long-term hospitalized schizophrenic. 
Also one must remember that these sex 
differences do not apply to manic-depressive 
illness or anxiety states (Registrar General, 
1964). 


Marital status 


Of our male patients 74 per cent were single 
(Forrest & Hay, 1972) while 57 per cent of our 
female patients were or had been married. 
This again is an important guide-line (see 
Essen-Móller, 1959). A married male of 25 
years is unlikely to be a schizophrenic. 
Clearly there are exceptions but most cases in 
our material who presented as ?schizophrenic 
and were married males under the age of 30 
years turned out to have manic-depressive 
illness or personality disorders. 


Social class 

Hollingshead & Redlich (1958) reported a 
higher incidence of hospitalized Schizophrenics 
among manual workers (GRO Class IV and 
Class V). This observation has been repeated 
many times but fails to take account of the 
differing expression of dependency needs as 
between different classes. Rosenberg (1968) 
makes the important observation that hospi- 
talized long-term patients show more diffi- 
culties in the dependency-autonomy area 
and show more passive forms of aggression 
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towards authority than short-term patients. 
We think these conjectures require considera- 
tion: most research has centred on hospitalized 
schizophrenics and experimental evidence 
would suggest that, at least in Scotland, the 
Asylum function was made most use of by 
subjects from GRO Classes IV and V (Forrest 
et al., 1962). 

The aetiological significance of subjects 
having Class V jobs has been questioned by 
Goldberg & Morrison (1963), who found 
that their male patients' fathers had a distri- 
bution of jobs (in terms of the five social 
classes) similar to the rest of England and 
Wales. In other words, the fact that the 
patient had a Class V job was due to his ill- 
ness not to family environment. Dunham 
(1965) reported that schizophrenics who lived 
in the ‘bad areas’ in the city centre had 
apparently moved to them after they had 
become ill. Likewise Hare (1956) also showed 
that schizophrenic subjects had moved to the 
central areas of the city quite recently before 
the key admission. 

This ‘drift theory’ would go far to explain 
the earlier findings of Faris & Dunham 
(1939), Hollingshead & Redlich (1958) and 
Hare (1956). Goldberg & Morrison (1963) 
found that their male subjects had attempted 
a more advanced educational programme 
than their sibs but had ended up in worse 
jobs than their (same sex) sibs. Forrest & 
Hay (1971) found that their male patients 
had in the majority of cases attempted higher 
educational courses but had usually failed 
these courses and ended up occupationally as 
unemployed or unskilled workers. We feel 
that the evidence is now convincing: schizo- 
phrenic subjects come from all social classes 
but after the onset subjects drift down to 
Class V. Hospitalized schizophrenics come 
from Class V for the above reason but also 
because Class V subjects, whether suffering 
from 'schizophrenic syndrome' or ‘paranoid 
psychosis’ (see below) will use the institution 
to satisfy their dependency needs whereas 
subjects precariously attached to Classes I and 
II will find other ‘asylums’. 
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In terms of the present paper social class 
is not a dominant factor. Our experience 15 
that ‘schizophrenic syndrome of young adults” 
is skewed a little to Classes 1 and II (by 
fathers’ job now) whereas * paranoid psychosis 
of middle life’ shows a slight skew toward 
Classes IV and V. ' Schizophreniform psycho- 
sis’ seems to affect all social classes with à 


slight bias towards II, IV and V. All these 
observations must be interpreted in relation 
available 


to how different subjects use the 
services. ‘Middle class’ subjects use the out- 
patient and acute services whereas longst 
schizophrenic patients come largely from I 
and V (Forrest et al., 1962). This differentia 
use of services makes studies on long-stay 
schizophrenics liable to selection bias. 


Type of onset s 

e to the dis 
c syndrome? 
ho- 
six 


This is only strictly applicabl 
crimination between schizophreni : 
in young adults and schizophreniform psye 
ses. The onset in the first is insidious js 
months or more) while in the latter it e 
(a matter of days or weeks). Paranoid psy nave 
ses in middle and later life tend tO acute 
insidious onsets but sometimes there are — 
exacerbations (i.e, acute or chronic prese 
tions sometimes due to alcohol). 


Premorbid personality "T 
This is exceedingly difficult to de idre" 
in the aged and often impossible me re jous 
In the syndrome of early adult life the P iene? 
personality has always, in our g^ ranoið 
shown schizoid traits. In the, P” bject 
psychoses there are many schizo! schi 
but some personality disorders- THe istictl 
phreniform illnesses are characte! " 
related to ‘normal’, cyclothymic 27 
pathic individuals (Langfeldt, 1937 


Abuse of alcohol or drugs 


This is of major importance 
psychoses of middle life. especial " 6 
male patients. Schizophrenifor™ of + 
sometimes follow amphetamine 


: :4 males: 
abuse, again more often in mal 
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History of organic brain damage 
This is particularly relevant for childhood 
Psychoses and the illnesses of older age. It is 
Not significant for the schizophrenic syn- 
dromes of early adult life. For the psychoses 
of the middle years brain damage does feature 
but less than toxic factors. Schizophreniform 
Psychoses sometimes follow head injury or 
Subarachnoid haemorrhage (Affleck et al., 
1960). Likewise the schizophreniform or 
Schizophrenia-like psychoses associated with 
epilepsy relate in many cases to foci of cortical 
amage and run an acute rather than chronic 
Course (Slater e; al., 1963). 


THE SCHIZOPHRENIAS: CLINICAL 
DESCRIPTIONS 


". d following section are descriptions 
às 2. e clinical and social factors described 
the eh Preceding section but also involving 
dine ny as accepted generally by 
h Haus working in these fields (though the 
Dienomenology proposed for the schizo- 
Pee. Syndrome of young adults may not 
rely acceptable), 
T 9 S ehizophrenie syndrome of young adults. 
an illness presenting at 16-34 years 
n starting as early as 12 years. The 
onet E ratio is 2 males to | female, the 
often n insidious (more than six months), 
that the ere is evidence on careful inquiry 
Mea a was more than a year before 
affective lon. Conspicuously absent are strong 
. , Components, drug or alcohol abuse 
pp PT of severe brain damage. The 
a) E are clustered in five groups: : 
anguagelthought disorder. Speech is 


Ut ofte 
Male: fe 


Ofte i 
techni tangential to the supposed topic; 
in oe neologisms are commonly found 
: e 


ism, an to describe experiences, manner- 
flat. ras so that the patient speaks in 
Questions i Clamatory manner or answers 
onhar immediately but irrelevantly (what 
Ste s i" described for the buffoon catatonic) 
Pr vine teristic, Disturbances of thought 
Usiy ote evident in the meandering, over- 

© quality when a question about an 
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abstract topic is posed. On the other hand some 
Subjects show paucity of speech or even 
mutism (see Forrest, Hay & Kusher 1969). 

(b) Motor phenomena. These symptoms are 
not emphasized in modern textbooks but 
many patients. while not showing all the 
clinical symptoms of catatonia show manner- 
isms of gait, facial expression, etc. These 
symptoms show resemblances to the motor 
phenomena of childhood psychosis. 

(c) Obsessional phenomena. These have 
been little emphasized apart from Stengel's 
paper (Stengel, 1945) but in our experience 
obsessional rituals — touching, washing, dust- 
ing-down chairs for ‘dirt’, etc. - are found 
in at least 50 per cent of male patients under 
the age of 30 years. 

(d) Self-boundary changes. These may take 
the form of passivity feelings or delusions of 
influence in that the subjects thoughts are 
directed by a hypnotist or that his actions are 
controlled by the TV masts on a nearby hill. 
Thought-broadcasting and insertion form 
part of the same spectrum: one patient wrote 
to the BBC complaining that thoughts were 
taken out of his mind and broadcast as jokes 
by certain comedians on the TV. Delusions 
of sex change really belong in this category 
in that the subject's sex is apparently altering 
under the influence of an unknown agency. 

(e) Abnormalities of perception and idea- 
tion. These include delusional perceptions, 
auditory hallucinations (especially commen- 
tary voices in the third person) delusions of 
persecution or of sexual interference. Olfac- 
tory and visceral (i.e. genital) hallucinations 
are also reported. Visual hallucinations are 
not common in our experience in schizo- 
phrenia syndromes of young adults though 
more commonly reported in schizophreniform 
illnesses. Grandiose and messianic delusions 
also occur, usually in relation to earlier 
persecutory ideas. 

(2) Schizophreniform psychoses. These 
occur at any age. are precipitated by obvious 
emotional or toxic factors (i.e. drugs) and 
sometimes by brain damage. The onset is 
usually acute, never insidious and remissions 
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occur within a few weeks or months. Any 
of the above listed schizophrenic symptoms 
may occur but particularly groups (d) and (e); 
in addition there is very often a marked 
affective component. 

(3) Paranoid psychoses. These are illnesses 
beginning between 35 and 64 years, more 
common in females than males. There is 
often, especially in women, an affective 
(depressive) component. The onset is insidious 
or fluctuant, sometimes showing an acute or 
chronic onset. Alcoholism, drug abuse, sys- 
temic illnesses, cultural dislocation (i.e. living 
in an alien culture), social isolation, organic 
brain damage: all these factors can be related 
to the onset of this illness in one case or 
another. 

The personality has often previously been 
reserved and suspicious but in many subjects 
there has been an apparently satisfactory 
work role adjustment prior to the illness. 
The symptoms are persecutory delusions and 
abusive or threatening hallucinations. Often 
the delusions stem from a real event but 
become blown-up out of all proportion, i.e. a 
woman complained that a neighbour was 
trying to drive her mad by playing the bag- 
pipes all night; the husband admitted that 
there was a neighbour who played the bag- 
pipes but added that he did not play every 
night and that he always stopped before mid- 
night. Delusions of influence are sometimes 
prominent but in the setting of a complex of 
persecutory ideas. 

We have not offered descriptions or 
operational definitions of childhood psychosis 
or the paranoid psychoses of later life. We 
believe that those illnesses form part of the 
spectrum of the schizophrenic syndromes but 
there are notable differences both in pheno- 
menology and in the incidence of organic 
brain factors as compared with the syndromes 
which we have described. Also many authors 
(e.g. Wing, 1966; Rutter, 1966) dispute that 
childhood psychoses are in any way linked 
with schizophrenia while not every clinician 
would agree with Kay (1972) that the 
paranoid psychoses of later life are pheno- 
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menologically and aetiologically inseparable 
from schizophrenia. 


Operational definitions 
Itis proposed to offer operational definitions 
for the schizophrenic syndrome of young 
adults, schizophreniform psychosis and para" 
noid psychosis of middle life. 


Schizophrenic syndrome of young adults 


(1) Factors which must be present: (a) 
aged 16-35 years; (b) insidious onset (^ 
more than 6 months). " 

(2) Symptoms: (a) speech/thought l - 
order; (b) motor phenomena; (c) obsession? 
phenomena and compulsive rituals; (d) sell" 
boundary or ‘possession of self’ symptoms’ 
(e) abnormalities of ideation and perceptio 
Two out of the five categories must be clearly 
elicited and in each case (e) must be grs 

(3) Factors which must be absent: 
strong affective component; (b) i 
precipitation by major emotional trauma 
alcohol or drug abuse. organic brain danas 

(4) Factors which would raise doubts abo 
diagnosis: (a) male patient under 29 
who is married; (b) female patient les 
20 years old; (c) ‘normal’ or extr? 
premorbid personality. 


s chan 
verte 


Schizophreniform psychosis 


a) 
(1) Factors which must be pres®”. p 
acute onset; (b) obvious relations T us 
alcohol, drugs, brain damage er 
emotional trauma. isted 
(2) Symptoms replicate any of those à (0 
under schizophrenia syndrome but (D? 
are the commonest. Behaviour is 9 
arre, e.g. a male patient took all 
off and walked down one of P 
main streets at 9 o'clock in the 
had a psychosis following LSD. A" oulan!) 
component is very often presents P^ some 


sent: 


of a diagnosis of schizophrenifor™ Pa verte 
(a) premorbid personality of the 
normal’, cyclothymic or psychoP? 
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female under 20 years: (d) cultural dislocation 
(living in an alien culture). 


(b) married male under 35 years; (c) single 


Paranoid Psychosis of middle life 

(1) Necessary factors: (a) age 35-64 years; 
(5) evidence of precipitating factors: systemic 
illness, Organic brain disease, alcoholism or 
drug abuse, social isolation or cultural dis- 
location, 

(2) Symptoms: persecutory delusions with 
or without grandiose elements, abusive or 
threatening hallucinations. Passivity feelings 
and delusions of influence are acceptable if 
experienced within the setting of persecutory 
Ideas, j 

_G) Factors mitigating in favour of the 
ipon osis of paranoid psychosis of middle 
ar (a) Previous personality which was 
ie or Psychopathic; (b) insidious 
(c) mih acute or chronic? course of illness; 
ien. atively good previous adjustment to the 
am role; (d) an affective component, 

Pecially a depressive component. 


DISCUSSION 
There are so 


cli many facets in this area of 
Ini 


Minis Observation and treatment that it 

nes difficult to choose the most heuristic. 
an ie the first point to discuss is whether 
Syng er ODriate diagnosis of “schizophrenic 
Conse, HE young adults' has very serious 
Sense ‘Wences for the subject. In the negative 
fro n E may result in his being debarred 
Betting ing the Civil Service, emigrating or 
Contras 3 non-weighted life policy. But in 
Positive Positive diagnosis carries the 
Nedicati used! for long-term after-care and 
1971) 100 (Leff, 1972; Affleck & Forrest, 
Carries ut medication with phenothiazines 
1955, certain risks (de Alarcon & Carney, 
Period “specially when administered for long 
Comp * to patients with a strong affective 
So per Nt (i.e, schizophreniform psychoses). 
dis ADS we may conclude that more exact 
Megat’ Would benefit the patient in both the 
“and the Positive senses. 


Would these operational definitions facili- 
tate research in the sense of defining more 
precise groups for study and allowing more 
exact replication of studies already reported ? 
For we should remember that science advan- 
ces more by hypotheses that can be disproved 
than by the accumulation of evidence 
supporting less well-defined hypotheses. We 
believe that this operational definition ap- 
proach will facilitate research because the 
restricted nature of the syndromes and their 
background of ‘hard’ social data will 
generate new hypotheses and allow the 
emergence of new operational definitions. 

As mentioned earlier, one of the themes of 
this paper is that derived from Claridge 
(1972), namely that what is inherited in 
schizophrenia is not the illness but the 
schizoid trait. We should consider whether 
this concept helps us in organizing our 
knowledge about the schizophrenic syndrome 
of young adults and the other syndromes 
described. We think that the concept of a 
schizoid trait with varying degrees of genetic 
loading could be seen as the linking factor 
between the different syndromes of the schizo- 
phrenias. Paradoxically it would appear that 
the syndrome of earliest onset, the childhood 
psychoses, shows the lowest incidence of 
‘schizophrenia’ or schizoid trait amongst 
first-degree relatives whereas most clinicians 
would agree that for schizophrenic syndromes 
of young adults either the ‘disease’ or the 
trait is very commonly found in one parent 
and often is in one or more of the siblings. 

Another point of great interest in Claridge’s 
paper is his postulate that the schizoid trait 
might, when allied to superior intelligence, 
result in unusual intellectual Creativity. He 
notes that creativity can be variously described 
as the ability to make conceptual leaps in the 
face of minimal information, the ability to 
see remote connexions between apparently 
unrelated items, etc. In other words, *open- 
ended thinking’ and unusual thought pro- 
cesses are the valuable characteristic of the 
schizoid. There is some research eviden 


2 " ce to 
support this contention. MacKinnon 


(1962) 
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studied architects using the MMPI and found 
a small positive correlation between creativity 
and schizophrenia (as measured by the 
questionnaire). Gottesman (1965) has ob- 
served that normal individuals who score high 
on the schizophrenia scale of the MMPI 
were rated by people who knew them as 
* versatile", ingenious, inventive and imagina- 
tive’. Cattell & Drevdahl (1955), reporting on 
a group of eminent scientists tested with the 
16 Personality Factor questionnaire, found 
them to be withdrawn, emotionally unstable, 
self-sufficient and bohemian. McConaghy & 
Clancy (1968) studied allusive thinking using 
the Object Sorting Test in students and their 
parents. They found a significant tendency for 
students with high scores to have a high- 
scoring parent. They argued that modes of 
abstraction seen in psychosis are also found 
in the general population and may be 
characteristic of creative thinking. Ever since 
our study on speech disorder in schizophrenia 
(Forrest et al., 1969) we have been increasingly 
cognizant of the resemblances between some 
of the schizophrenese uttered by our more 
intelligent patients and the language of such 
great writers as Joyce or Kafka. We think 
another point that Claridge makes is also of 
importance — the protective effect of intelli- 
gence which may harness the schizoid trait 
to creative ends. 

In the discussion on social and clinical 
factors (as apposed to phenomenology) we 
referred to the relation between social class 
and ‘schizophrenia’. There are some other 
aspects which need further elaboration. Thus 
while it is well known that the parents of 
autistic children show a bias to Classes I and 
|] (Pitfield & Oppenheim, 1964) it is not so 
widelv recognized that young male schizo- 
phrenics show a similar but less marked bias 
(in terms of fathers job -see Goldberg & 
Morrison. 1963). Our findings in Edinburgh 
a similar bias towards Classes I-III 
schizophrenics under 35 years 
Hay. 1971). Contrawise, long-term 
ics show a heavy bias toward 
1961; Forrest et al., 1962). 


show 
for male 
(Forrest & 
schizophren 
Class V (Cooper. 
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But surely this is at least partly the result of 
the differing use of services by different 
segments of the population such that a Class 
V subject, unable to work because of the 
effects of his illness, will gravitate into 2 
long-stay ward while a Class | subject will 
more likely be supported by his family. We 
are really arguing that in terms of the social 
class of the father young adult schizophrenics 
show a bias to Class I-III] whereas in long- 
schizophrenic populations Class V is over 
represented for socio-economic reasons. 
We feel finally that there are administrat 
implications in the operational definitions We 
have presented. It is still sometimes alleges 
that half the NHS beds are psychiatric 
and the majority of these are occupied : 
schizophrenics. This is not now true, if E 
ever was true. If our operational definition” 
are accepted then the * schizophrenic ynion 
of young adults’ becomes a relatively F 
condition and the need for acute d 
likely to be in the region of 2 per 100, pas 
This is not a scientific estimate but what M 
been called a ‘guesstimate’: howe" i 
seems clear to us that the *schizophr " 
syndrome’ is much less common than sch 
phreniform or paranoid psychoses. I^ ik 
tion, 5-8 medium-term beds (3-18 Po" 
per 100,000 would be required plus 
clinics, community nursing services, © anoid 
Affleck & Forrest, 1971). For Pat gj. 
psychoses of middle life and the schizoP "T 


ive 


a 
form psychoses the administrative ould 
tions are less clear but the main um low” 
be for acute admission facilities an i ses: 


up programme for the paranoid p5* 


SUMMARY and 
dica 
1. ‘Models’ of illness, both m® nt 
dimensional, have been reviewed. ere 


wy di 
2. The development over years an as pe^ 
countries of the concept ‘schizophren™ 
discussed. 

3. The problems which the psy 
brings to the process of diagnosis 
referred to. 


wet hit a 
jatrist ^ pee! 
hie 58 b 
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4. Social and clinical factors (apart. from 
phenomenology) having a bearing on the diag- 
Nostic process have been outlined. 

5. Clinical descriptions of three different 
syndromes have been offered under the rubric ‘the 
Schizophrenia, 

6. Operational definitions of the schizophrenic 
Syndrome of young adults’, ^the paranoid psy- 
choses of middle life" and the "schizophreniform 
Psychoses’ have been presented. 
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7. Discussion has centred on the risks to the 
patient of w rong diagnosis, the possible advan- 
tages of operational definitions for research, the 
implications of the dimensional theory for under- 
standing the possible advantages of the schizoid 
trait, the relation of social class to possible 
aetiology and to the use of sery ices, and finally 
to the administrative implications of the separa- 
tion of ‘schizophrenic syndrome of young adults^ 
from the other syndromes. 
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Thinking in paranoia: a comparative study of conceptual models 


By Y. FRIED* 


This paper suggests a hypothesis that 
paranoia does not consist of a limited dis- 
turbance represented only by a delusion, but 
rather reflects a general organization of 
thinking of a particular structural type. A 
detailed description of a clinical research study 
of a paranoid patient follows, based on one 
of the principles of Claude Bernard’s experi- 
Mental method. A conceptual model is also 
Proposed, according to which I believe the 
Paranoiac's thinking operates. 


METHOD 


The method used in this study is based on 
Claude Bernard's principle of the *odd occur- 
ence’, which he refers to as ‘the observation 
that hits one in the face [étre frappé] (Ber- 
Nard, 1865). As a rule research originates in 
hypotheses derived from a theory (Medawar, 
1967). In the opening chapters of part 3 of 
Introduction to the Study of Experimental 

edicine (1865) Bernard discusses those cases 
Which begin with the observation of a fact 
Which does not fit the theory and sometimes 
even contradicts it. 

Claude Bernard reports that one winter 
i in 1846 he entered the laboratory, 
abhi a table in the corridor he noticed some 
"reris Which had been brought from the 
noti et for use in experiments. By chance he 

un that their urine was clear and acid. 
iv Narily, the urine of rabbits, as of her- 

ores generally, is turbid and alkaline. 
ri "Thess and acidity are characteristic of the 
7€ of carnivores. Here was an observation 
ch ‘struck him in the face’. At once it 


9c 
“urred to him that the rabbits had not been 
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fed for a long time, and that by fasting they 
had been transformed into carnivorous ani- 
mals, living on their own tissues. This was a 
hypothesis which he proceeded to confirm 
experimentally. The experimental idea was: 
the immediate mental link which he made 
between the fact that rabbits normally are 
herbivores, and the other surprising fact that 
they produced urine like carnivores, suggest- 
ing that this was due to fasting. It was an 
inductive reasoning, implicitly made, actually 
a synthesis of all the facts put together in the 
form of a syllogism (1865). The striking fact 
is an unexpected event within a given system, 
which appears suddenly, and is part of the 
chain of events of a different system alto- 
gether, and immediately presents the follow- 
ing syllogism: 

If, in a given system A, we expect event a, 
and in a given system B, we expect event b, 
and if we find event b within the system A, 
it follows that some conditions // of B which 
produce b must operate unexpectedly in the 
system A. 

The specific conditions (/) occur spontan- 
eously to one and *suggest themselves" as an 
immediate possibility for further research, by 
virtue of the mental link, which one makes 
spontaneously between the two systems A 
and B, that on the face of it, are quite distinct 
or even contradictory (herbivores, excluding 
carnivores; the fact of fasting). Had it not 
been for this striking observation, it would 
never have occurred to one to associate them. 
Indeed, sometimes the resulting association 
looks absurd, but cela n'empéche pas d'exister, 
and needs to be further explored (Leriche, 
1951; Medawar, 1969). 

Bernard's method requires two stages of 
experimental verification. The hypothesis is 
first tested, either by a comparative study or 
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by active experimentation. However, such 
results cannot be regarded as final without a 
control experiment with another set of 
variables. This is the second stage in the veri- 
fication, and is only valid if it holds in the 
control experiment as well (1865). 
Summarizing, we have to take the follow- 
ing steps: an observation which “strikes one in 
the face’; a hypothesis; a study or experiment; 
application of the results to the observation; 
a conclusion; a control study or experiment to 
verify the conclusion; and finally the end 
conclusion to a given set of experiments. 
This principle of the odd occurrence in 
Barnard’s experimental method is essentially 
an experimental way of thinking. It is not 
necessarily limited to the laboratory, but is 
also applicable in work with patients. This 
point has been stressed by other great scien- 
tists in medicine, apart from Claude Bernard: 
for example, by our contemporaries, Leriche 
(1951) in France, and Medawar (1969) 
in England (von Bertalanffy, 1968: Bernal, 
1957; Olmsted & Olmsted, 1952: Wightman, 
1971). 
I have used this method because my own 
study began from an Observation which 
struck me in this Way. As a clinician who by 
the very nature of his work often comes up 
against such ‘striking’ or ‘odd? Occurrences, 
this method appears to me especially fruitful, 
If this type of research is an experimental 
mode of thinking, then clearly the considera- 


tions which guided my reasoning become part 
of the data to be reported, 


THE PATIENT 


The clinical picture 
The patient, Rebecca, was ad 

psychiatric hospital at the age 
repeated public disturbances due 
delusions of persecution. All that 
about her past was that she had b 
an East European country to a 
religious, middle-class Jewish famil 

come to Palestine as a Zionist 


mitted to 4 
of 35, after 
to persistent 
was known 
een born in 
traditional 
Yy, and had 
before the 
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d 
second world war. Apart from her younger - 
brother, her family did not survive the € 
caust. There was no family history of piena 
illness. It was also known that she had been a 
dedicated nurse, who had worked to T 
satisfaction of her employers in a Lois 
hospital, and had also served as a pole 
British army during 1939-1945. pagent 
a spinster, and had few friends. At the : of 
when I examined her, after 10 quee 
hospitalization, no morbid signs were eX "d 
apart from the delusion. Her PRSA in 
neat and clean, she was well oma dis- 
every respect, she spoke coherently an mory 
played adequate affect. Intelligence, me «à 
and attention were all intact. There ea 
hallucinations, and no bizarre eae 
delusions appeared in a systematic ma was | 
being based on her claims that pt | 
Currently being persecuted by the 


> 3 -ountfy | 

who at the time were no longer in 4 eel | 
» interprete 

as a ruling power. She interp as relate 


events, regardless of their relevance, vas able 
to her, so blackening her image. shg pet 
to explain in a logical and eee ms 
any of her delusional thoughts an t e£ 
Provided the first premise was correc art i 
She accused the psychiatrist of taking idt 
the plot against her, as he was a — from 7 
the public health authorities taken ov o 
the British, and as such was an € S 
British. Whenever released from WoR d ice 
Created public disturbances, calling fe dist 
In hospital the patient expressed nh orga? 
apply to a sort of private Ombudsm^", nis WS 
zation which existed in the country. s with : 
arranged, and after two such icis ob T; 
PSychologist, who was a member som 
Organization, in which she divulg all c" 
information thus far withheld. pr ie 
cerned, the impression was gaine conte tt 
was a similarity of structure mente eo Vor, 
two elements of her story. She T€ d left I^ 
She had had a boy-friend who mth! 
This she appeared to accept W^ a 
resentment, ‘but’, she added. "init nee 
being reminded of him’. She canti "d 
British left the country, but thelr P 
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also felt in other ways.” There was no apparent 
connexion these two statements, 
except that their structure was similar. The 
patient had no insight into her condition. | 
diagnosed her case as paranoia. 

Then came a moment when I was struck by 
the absolute certainty with which she spoke 
of her persecution by the British, despite my 
knowledge that paranoiacs hold such firm 
Convictions. This ‘striking’ conviction im- 
mediately brought some basic questions to 
mind: Why was she so certain? What is 
certainty? What about the validity of my own 
Certainty, which I take for granted as rational, 
and which so far has been perceived by me as 
of a delusional nature in the patient. Basing 
my ideas on Bernard’s model of the striking 
Phenomenon, the first step of my research 
began, and I formulated the first hypothesis. 


between 


RESEARCH 
Hypothesis about certainty 
There must be some relationship between 


the Patients condition of paranoia and 
Certainty. 


(a) What is certainty ? 


f ! found a satisfactory description of this 
eling of certainty in the genetic psychology 
d Piaget (1950). One of the child's first 
'Mtellectua] acquisitions, the concept of the 
Constancy of an object, in its simple physical 
Sense, is an example of the general principle 

Certainty, a logical necessity which sur- 
ae Perceptual data. This is seen in the 
rii reactions to identical events by 
- dren of different ages. An important fact 
lagets Construction of Reality (1954) is 
illustration of how such a construction 
tee develops; that through the child’s 
ion, ulation of an object in different ie. 
Dire: its placing and displacing of it, a sense o 
1952, mence is gradually developed (Piaget, 
chila’, progressive coordination of the 
x», actions takes place, which can be 
Pressed in terms of formal logic as a 


the 
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reversible group (‘grouping’) and which 
psychologically is a function of the quantity 
and variability of the child's active experience 
(Wallon, 1942). At the age of 7-12, the con- 
stancy of quantity of matter (Piaget & Inhel- 
der. 1941), space (Piaget & Inhelder. 1956) 
and time (Piaget, 1946; Fraisse, 1957). all 
of them being the product of the amount and 
variety of the child's experience in handling 
objects, develops. Piaget (1950) also estab- 
lished the fact that the formation of the 
reversible group is accompanied by a convic- 
tion which has the characteristics of logical 
necessity: it must be so, although perceptually 
it does not seem to be so. This is what we refer 
to as certainty. 

Thus far, we have referred to the intellec- 
tual aspect. What about the emotional aspect 
of an object? The given data of size, shape and 
colour of an object are interchangeable, 
whilst the function is invariable. This is a 
‘set’ in terms of formal logic (Gonseth & 
Piaget, 1946). One may have a certain feeling 
about a particular object which makes that 
object different from any other like it. Such an 
affective attitude is not a logical necessity. 

Whilst it is expected that others will accept 
the logical necessity of the permanence of an 
object, one does not have to accept the logical 
necessity of personal attachment to a particu- 
lar object. On the other hand, one expects 
others to respect an individual's right to 
affection for a particular object. An object 
could gain a personal significance because 
of its connexion with a personal experience, 
or a particular person, etc. We might there- 
fore say that every object is the constant of a 
given number of variables (a ‘grouping’, set), 
which gives it its neutrality and objectivity 
on the intellectual side; and that the object 
may also have an additional variable, the 
affective component, attached by a given 
person to a given object (Winnicott, 1953). 

Basing my ideas on the above, I felt that 
the patient, Rebecca, had the intellectual 
capacity to recognize neutral objects as such; 
indeed, she knew what the ' British Empire? 
was objectively, but she also had a particular 
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feeling towards the British Empire, an affec- 
tive component which others did not have, a 
right which she demanded to have. 

The question arises: Where does one derive 
one’s affective aspects for certain things, 
which one considers reasonable? 


(b) Introspection 


m of introspec- 
Oncepts such as 
tc., and always 
: When a particu- 


at ‘identification’ 
ificant factor in 


here a loved 
Cutral object, 
h that person 
inant of that 
(as defined in 
dentification 5. 
tify with that 
Were. I am not 


person was associated with a n 
the loving aspect associated wit 
was not the significant determ 
particular form of association 
the psychoanalytic Concept of *j 
but rather the wish to iden 
person, to emulate him, as it 
proposing this as an alternative explanation 
of identification in the 


psychoanalytica] 
sense (Freud, 1905, 1916-17; Fenichel, 1946), 
I accept that interpretation, but it appears to 
me that we have a variant or additional type 
of identification. 
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The development of identification: a 
comparative study à 
Since introspection is only the first eh 
the study of behaviour (Claparède, n ation 
approached the problem of identi aiden 
further from a genetic point of view. Chi fni 
aged 7-12 were interviewed in vou 
out their mode of identification (n = ially 
The literature of psychology. A drel 
educational psychology, reports that rapina 
usually identify themselves first with P d dif 
ly strong people, and later with epi] 
Strong characters (Jersild, 1941). Thee mele 
aged 7-12, were interviewed. indivi Piaget 
using the clinical method described by vhich 
(1926; Flavell, 1963). They were asked v they 
literary, historical or Biblical person be 
would like to be. The results were the A 
those cited by Jersild. However, me Zold 
child whom I interviewed, an denim 
boy, gave me a striking answer. He 1d loro 
himself with King Solomon, because SO pon 
had turned away from God and had ipM 
ped idols (1 Kings xi. 5-7). — boy 
whether he knew what betrayal bench id act 
at once replied that he had committe par 
of betrayal recently by deserting one 
team for another, : the first 
Analysing these two replies — p system 
dealing with what is an ‘ideologica ncrete 
and the second expressing a “CO replies 
System -it becomes clear that une from ? 
have the same Structure, a we boy 
situation (4) to a situation (B). T n act of 
identification with Solomon was not on 
identification with the person of Soe entific 
an identity of a situation, The boy ‘hich ha 
his own Concrete situation with one W 
an identical structure. wi 
girl aged 1] identified ed nad 
avid’s general, Avner, because ir love " 
Persuaded his people to give ae 
David instead of to the son of Saul 7°" ister 
"m is girl had 2 ^, ad 
1i. 10). rt appeared that this girl t she P d 
Very close to herself in age, and c ther an 
often expressed the wish that her "d en 
the rest ofthe family would love her i jtuati® 
TT Sister. Again the concrete 
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identified structurally with the ideological 
one. When the girl was told, * We would like 
to publish the Bible with pictures. How shall 
we illustrate Avner?', she replied, ‘Like 
Father’, as though the two persons in the 
ideological and concrete situations were the 
Same. She named the person ‘Avner’ in the 
ideological situation, but saw him asher father 
in the concrete situation. 

When the replies of the other children, 
which at first glance appeared to be quite 
Simple, were examined, the same principles 
Were found in many cases. For example, when 
I accepted at face value a child's desire to be 
like David (identification with a personality), 
I did not understand why until I noted that he 
Said, ‘because then T would not be afraid 
'n the dark’ (identity of situation). 


Implications for the patient 

, Returning to the patient, with the above 
in mind, | reasoned as follows: since the 
SMS aspect of an object is apparently 
related to the identity of a situation, it seemed 
raat the patient had experienced a concrete 
Situation of the same structure as the ideolo- 
8ical one, In fact, [ was aware that there 
oe for the patient a similarity between 
© structures: the boy-friend who had left 
life but who still continued to influence her 
> and the British who had left the country 
uL Whose presence was also still felt. It was 
mer learnt, by coincidence, that her boy- 
“end had been an officer in the British army, 
ere she had served as a nurse. It seems that 
gica, ee of the concrete and the ideolo- 
Bive Situations, linked by the same po 
he 5 us a clue to the behaviour of the pipe 
üs ac es the fact that he had left her, ji 
could le to justify it, but at the same 2 

Tecon Not forget him, and was Una?" 
cile herself to reality (concrete situation). 
n appeared to resent the British, 
x the fact that they were no inget Ma 
Seen try (ideological situation). The 4 m 
inet be living simultaneously P 
Which , Situations. These two situ s 

! logically exclude each other, ex's 
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by side as if they were comparable with each 
other. 


Conclusion 

Seen formally, the illness is a condition 
where the patient lives two logically incom- 
patible situations simultaneously. According 
to the methodological principles cited pre- 
viously (see Method), I will have to test this 
conclusion with a new experiment with a 
different set of techniques. A simple test of 
logical reasoning would now not only 
confirm or contradict my conclusion (now a 
hypothesis for the control experiment), but 
it might also add further to our understanding 
of the nature of thinking in paranoia. 

There are two possibilities. It may be that 
the patient’s usual form of thinking conforms 
to our logical mode of thought, and only one 
segment thereof is illogical, namely the 
delusional aspect, constituting the disease. 
The alternative possibility might be that the 
entire intellectual function of the patient is of an 
illogical type and the delusion is but a particular 
case of her general illogical mode of thinking. 

The latter possibility, the existence of a 
‘general illogical form of thinking’, may be 
better understood by way of a comparison 
with the thinking of adolescents. Inhelder & 
Piaget (1958) claim that at a certain level of 
intellectual organization there exists a normal 
illogical stage in the development of thought. 
In their studies on adolescents they found that 
between the ages of 12 and 18 adolescents 
gradually develop logical thinking according 
to laws which at first govern only one system 
at a time; it requires further intellectual 
growth before more than one system at a 
time can be considered in their diverse rela- 
tionships.* In other words, the adolescent's 
thinking is logical only in the framework of 
one system at a time, but it is still illogical if 
viewed from the vantage point of two or 
more systems simultaneously. 

* Piaget (1949) terms these operations (rela- 
tions) ‘direct’, ‘inverse’, ‘reciprocal’ and *com- 

lementary ". Together they form a *combinatory 
` (Piaget, 1953; Mays, 1953). 


system 
MPS 46 
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Using the model of adolescent reasoning. 
I shall, by analogy, formulate my conclusions 
in the form of a hypothesis: 

The delusion is a particular case of a 
general logical behavioural organization. If 
this is correct, the disease is not in the delu- 
sion, but in the inappropriate general logical 
level of the organization of thinking modelled 
on a *one system at a time' type of reasoning. 
In such thinking, the law of contradiction 
does not apply, since a contradiction is 
possible only if at least two elements exist 
simultaneously. If so, then the feeling of 
‘logical necessity ' or ‘certainty’ which accom- 
panies the patient who thinks at this ‘one 
system at a time' level of reasoning is indeed 
‘legitimate’. 


Control experiment 


In the control experiment the patient was 
confronted with problems of ‘pure’ intellec- 
tual form. These ‘épreuves’ (situational tests) 
are based on the conceptual model of the 
algebra of logic, as formulated by Boole 
(1854). The development and application of 
Boole’s ideas are discussed in detail in Piaget's 
(1949, 1953) studies of logic (Beth, 1950), 
and in Inhelder & Piaget (1958) (Bruner, 
1959; Parsons, 1960). 

The experiment consisted of nine specially 
designed cards, each bearing the picture of a 
person which could be arranged according 
to age, shape, ethnic origin, dress, etc. These 
cards could also be sorted by using any two 
of the above criteria at any one time, thus 
forming a ‘double-entry’ or Boolean table. 
Such tests are part of what is today referred 
to as psycho-logic (Abelson & Rosenber 
1958; McLaughlin, 1963), and are also often 
put to use as tests in the study of the formation 
of concepts (Pichot, 1949; Goldstein & 
Scheerer, 1941; Hanfmann & Kasanin, 1942. 
Rapaport et al., 1970). As a rule, only adult 

subjects arrange such cards according to a 
‘double-entry’ type of reasoning. Inhelder & 
Piaget (1958) found this *double-entry type 
of reasoning in their experiments with adoles- 


g 
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cents aged 17-20. though not in the earlier 
age group. à 

My patient consistently arranged the car E 
a time, despite 


using only one criterion at 
other 


repeated suggestions that there were 
possibilities too. f 
This is acceptable thinking which is c 
sistent, and also accompanied by the subjec- 
tive feeling of certainty that is concomitant 
with the conviction of logical necessity- The 
single-entry mode of thought does not 
necessarily imply poor intelligence. What can 
be said, however, is that the paranoiac's mode 
of thought is similar to a certain develop- 
mental stage of logical thinking, which ob- 
viously should not be confused with the 
concept of low intelligence. f 
The patient displayed a particular form i 
reasoning, analogous to that found in adoles- 
cents at a certain developmental stage, a 
which in a Boolean language can be Lama 
lated as a ‘one system at a time’ type pA 
reasoning. This behaviour recalled dinem 
concept of reversibility v. irreversibility 1? 


con- 


ga 
reasoning of the child (1950) and the ae 
cent (Inhelder & Piaget, 1958). In m und 
clinical interviews with the patient D 


ince 
her al intelligence, but sine 
to be of normal intelligence (com 


neglected to consider the double-entry * e 
binatory) type of reasoning at that a 
erroneously concluded that her comp tal 
of persecution was a delusion, i.e. à segmen 
disturbance of otherwise sound thinking 
seems that the combinatory method en? & 
one to determine with greater certainty elp’ 
existence of sound reasoning, and 5° jent’s 
in the clinical evaluation of the pan 


thinking. 


Conclusion orm 

The hypothesis that there is à special ode 
of reasoning in the paranoiac's genera f the 
of thinking is supported by the results rese 
combinatory method discussed above- and 
results suggest Boole's logical nding 


CAMP jt 
indicate that it can add to the unde? 


of the patient’s mode of thinking: 
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DISCUSSION 


l. The delusion in paranoia is traditionally 
considered to be a disturbance in thinking. 

2. It is generally accepted that in paranoia 
the delusion is the on/y disturbance in thinking 
in otherwise intact reasoning. 

3. Clinically there is a problem in the 
diagnosis of paranoia (Mayer-Gross. 1950; 
Stengel, 1959; Menninger et al., 1967). Since 
the disease is denied by some and readily 
accepted by others, there is yet another view 
that the disease is so rare that diagnosis is felt 
to be of little consequence (Mayer-Gross et 
aL, 1969: Henderson & Gillespie, 1969: 
Lewis, 1941; Jaspers, 1963; Rümke, 1950; 
Ey, 1963; Noyes, 1968: Arieti, 1959; 
Freedman & Kaplan, 1967). An important 
PSychopathological difficulty is the existence 
of disturbed “thinking (the delusion) in 
Juxtaposition to otherwise intact reasoning. 
This is a clinical view held by Kraepelin, who 


defined paranoia as 


the insiduous development of à permanent un- 
Shakable delusional system from inner causes In 
Which clarity and order of thinking, willing and 
action, are completely preserved. It effects a deep- 
Seated change of the total outlook on life, and a 
derangement of standpoint towards the surround- 
ing world [1893; cited by Mayer-Gross. 1950]. 


This view was also that of the French school 
(Sérieux & Capgras, 1911). Even those who 
today deny ‘paranoia’ status asa nosological 
entity reluctantly accept the existence of 
Patients displaying a similar clinical ewes 
l elieving that further mental deterioration 1S 
inevitable. I believe that it is in the framework 
k Ey's conceptions that this phoma a 
percal problem expresses itself most pra 
cally (Ey, 1948-54). According to his 
conceptions derived from Hughlings — 
922) neurological views (Stengel. v an 
Mental disease may be regarded 25 ^ Pi l 
iction at a certain level of poker 
ganization. The manifestations of the dis- 
ase include both ‘negative’ symptoms Le 
XPression öf perturbation or destruction "ed 
€r level) and ‘positive’ symptoms - 


353 


from the ‘release’ of lower centres which were 
previously inhibited by higher integrations, 
but which are in themselves 'self-sufficient^ 
in new circumstances (von Monakow & 
Mourgue, 1928). It has since been held that 
the disturbance of thought in paranoia is 
restricted to the delusion proper, whilst the 
remaining areas of thinking are thought to 
remain intact; in other words, that the 
pathology is not of a global nature. Paranoia 
is one of the conditions that is difficult to fit 
into Ey's conceptualization of psychopatho- 
logy, a difficulty of which he himself is aware 
(Guiraud, 1950). 

However, supposing my views were correct, 
then it should be possible to regard paranoia 
as one of the mental diseases which could be 
understood through the application of Ey's 
concepts. It is indeed possible to see the delu- 
sion, not as a partial disturbance of otherwise 
intact thinking at a certain level, prevailing 
in a global way. It could then be said that 

aranoia is not only the delusion, but rather 
that the delusion is a manifestation of thought 
on a global level. Each level can be defined 
in logical terms, by the number of items 
multiplied by the number of relations which 
operate simultaneously in a reversible set, 
as in the model of Boolean algebra. McLaugh- 
lin (1963) proposed a formula 2", which can 
be made to yield a number, equivalent to the 
degree of complexity of which the individual's 
je thinking functions at a given 
ded suitable values are sub- 
stituted for 7. The use of the 2" model in 
analysing the process in psychopathology 
may prove to be a useful avenue to explore. 
Moreover. if this global level is logical in 
he framework of a ‘one system at a 
time’ model of thinking, then it accounts for 
the paradox of a logically reasoned delusion. 

4, The question may be raised: How does 
one account for a similar level of thinking in 
adolescents, where there is no paranoia? 
It would then appear that the formal organi- 
zation of thinking is not in itself sufficient 
to produce clinical paranoia, and that the 
ould have to come from research 


operational 
moment, provi 


itself in t 


answer W 
Bate 
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into the emotional or affective aspect of 
behaviour. On the other hand, it seems likely 
that the affective aspect alone will also not 
advance our understanding, so long as it is 
considered separately from the formal aspect. 
It will be recalled that the starting-point in 
this study was the question: What is the 
affective aspect of any particular neutral 
object? It seems rather paradoxical that the 
progress of the inquiry led away from the 
affective aspect in the direction of a formal 
mechanism of thought. 

In evaluating the results, we must therefore 
return to the starting-point, the affective 
aspect, and consider behaviour as including 
two components. It may be that, in order to 
develop a clinical form of paranoia, two 
conditions are required simultaneously: (1) 
à specific formal structure, as a precondition — 
the ‘one at a time’ system of reasoning; (2) 
a particular affective content which would be 
expressed in this specific way. 

The two together would result in a clinical 
picture of paranoia. What this affective 
content might be, I could Not say. Since 
Freud’s (1911) analysis of the Schreber (1903) 
case, delusions of persecution have been 
related to the problem of latent homosexual- 
ity (Freud, 1915, 1922; Fenichel, 1946), or 
to a large variety of other problems and 

^ Macalpine & 
Hunter, 1955; Fairbairn, 1956; Arlow, 1949. 
Cameron, 1963; 
; Sullivan, 1956; 
1963; Crow. 
€ across these 
the sense of 


even if I am not in a position t 
answer. This concerns the rel 
content generally, or at least 

In my patient I found a for. 
of thought, which seemed t 
tion in its apparent conte 


0 give a decisive 
ation of form to 
in Psychiatry, 

mal Organization 
omea precondi- 
nt, in the Specific 
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form of paranoia. Is this a precondition 
merely a condition? Did the pea eee 
all have this formal type of thinking. which 
was then, as it were, taken over by be 
emotional problem (Frankenstein, eon 
Piaget, 1923) or did she have an packt 
problem of some kind which subsequent " 
led to the change in the organization © 
thought? This would be in line with the VIEWS 
of Bion (1959) and Odier (1956). One qt 
if one should not here use the concep! hs 
regression (Freud, 1916-17: Lewin. mete 
Alternatively, should one not perhaps et 
follow Ey (1948—54) here, in concluding pet 
disorganization occurring at a high n 
brings about a reorganization of the ien 
thought structure and a concomitant BE 
of the lower levels of thinking (Ey et 4» 
1950; Dalbiez, 1941; Morel, 1950). i- 
There is, of course, an additional pos 
bility, namely that affect and (inc ipt 
form and content, go together in such à at 
that a particular form is only another ^ 
of a given content or affect (Piaget, 1953- nal 
Rapaport (1951) says, ‘different etu 
states might establish the level of et 
With its Corresponding thought forms : out 
her 1948; Goin-Décarie, 1965). To find 0% 
how these aspects are linked, it is € o 
to attempt to approach it in the a. ue; 
field theories (von Monakow & Mord gi 
1928; Lewin, 1935, 1936; Goldstein, 19573 
Allport, 1955; Walshe, 1948; Blanc, rill, 
Rotschild, 1968; Frankenstein, 1966; cin 
1965 Elsasser, 1958; Bohm, 1968; Merle 
onty, 1953). d- 
. € Returning to the patient, an under 
ing of the formal structure or ar ing 
the patients language is essential in sin 
the emotional aspect. Indeed, since wn 
Work has been done in this direction ( arus 
sky, 1962; Goldstein, 1948; Von DoT rieti 
1944; Kasanin, 1944; Cameron, 1963; ; 51; 
1955; Fried, 1954, 1956: Matte-Blanc™ ently 
hakow, 1962: Chapman, 1958). Re nds 
Serious attempts based on theoretical P 
towards 4 formalization of the Pr icioUs 
Processes and the Conscious-Unco? 
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Systems have appeared (Holt, 1967; Wolstein, 
1967: Ey, 1967, personal communication; 
Matte-Blanco, 1959; Nov. 1969). Once such a 
level of understanding of the patient's 
grammar’ is reached, one might try, for 
Instance, to ‘converse’ with the paranoid 
Patient, using not our language, based on a 
double-entry type of grammar, but his own 
language, based on the use ofa different mode 
of logic. In clinical terminology one could say 
that a patient is in a state of delusion, whilst, 
if approached in terms of his own language, 
he may become more comprehensible, more 
accessible as it were. 


SUMMARY 


eee report has dealt with an attempt to 
Tstand thinking in paranoia. The research 
de described was carried out according to 
ia = Bernard's principle of the ‘odd occurrence 
sige Ental medicine; used as a guide to 
that E Observation. The findings tend to show 
One h; FOm. & psychopathological point of view, 
the as to consider the significant phenomenon of 
disease, not the delusion, but rather the fact 
oar Paranoiac displays à general level of 
Mie d of thought, which is of a special 
ural kind, the delusion being only à part 


thereof; exposing the formal mechanism of 
thought prevalent in the patient, in accordance 
with the conceptual model proposed by Boole's 
Laws of Thought (further developed by Piaget), 
a better understanding of the patient's "grammar 
and hence of his language might be reached. It is 
suggested that this study be completed by a 
research into the content of the delusion, i.e. the 
affective part thereof, in the hope that this might 
provide a fuller understanding of the use of the 
particular mechanism of thought found in the 
patient, and perhaps also illuminate the disease 
as a whole. 
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The modification of abnormal beliefs 


By FRASER N. WATTS, GRAHAM E. POWELL AND S. V. AUSTIN* 


Behaviour therapists who have concerned 
themselves with verbal behaviour seem so far 
to have largely confined their attention to the 
Spontaneous verbal behaviour of their subjects. 
For example, there are several reports of the 
Successful use of operant methods to reduce 
the frequency with which abnormal verbal 
materia] is produced (Ayllon & Haughton, 
1964; Rickard er al, 1960). Though it is 
obviously of considerable practical impor- 
‘ance that spontaneous verbalizations can be 
°Perantly controlled, it seems fair to point 
Out that this is a limited achievement. For 
a if a therapist is concerned with his 
in "ds S beliefs he will be interested not only 

ut is he discloses about them spontaneously 
also in what he will admit to believing 

en questioned. This study was an attempt 
Or oe a systematic, replicable eee 
abnorp modification of such admissions O 

nal beliefs. 

study abnormal beliefs that were selected for 
Paranoia the delusional beliefs held by 
appare, schizophrenics. It had become 
after e; that such paranoid beliefs, even 
lon Teatment with phenothiazine medica- 
Sociaj ously impeded the patients m 

ien d The social avoidance of w 
: dae seems resistant to treatment y 
Usually. desensitization because of the m 
Anxiety Widg transfer’ gap between pern 

celson and avoidance behaviour (Serber : 
thata p 1971; Weidner, 1970). It was hoped 
the "s Sychological method of further reducing 
hejg 8th with which abnormal beliefs were 
the Would facilitate the resocialization of 
limi Patients concerned, but this report i 

* 5 ‘0 the question of whether abnorma 
ij! Q ja tment of Psychology, Institute of 

ndon ü » De Crespigny Park, Denmark F^ 
ES 8AF. 


beliefs cam be modified by psychological 
methods. 

The term ‘paranoid belief’ was interpreted 
rather widely so as to include any abnormal 
belief of paranoid schizophrenic subjects that 
contributed in some way to their social 
isolation. These were of two main classes: 
(a) mistaken beliefs about the subjects own 
appearance (e.g. the idea that people could 
see that he looked ‘odd’, etc.), and (b) mis- 
taken beliefs about other people's actions or 
intentions towards him (e.g. the idea that 
people were constantly trying to provoke 
him, etc.). A list of such beliefs was drawn up 
for each subject after preliminary interviews. 

It might be supposed that abnormal 
paranoid beliefs are - almost by definition — 
not amenable to modification by rational 
argument. But this does not follow from the 
fact that a direct approach to the modification 
of delusions tends to meet with resistance and 
failure. It might be that the attempt 
subjects of their freedom of opinion 
results in the phenomenon of ‘psychological 
reactance’ (Brehm, 1966, ch. 6), whereby 
their original opinion becomes more firmly 
held or can even become more extreme. 
Certainly a direct confrontation with a para- 
noid subject over his delusional beliefs would 
have many of the ingredients known to make 
such reactance likely. The beliefs tend to be 
strongly held by the subject. Also the inten- 
tion of the therapist to change them is likely 
to be explicit and his status such that he 
cannot be ignored. it might also be the case 
that paranoid subjects show an unusually 

ong tendency to show psychological reac- 
- With these considerations in mind, it 
pet that it would be wise to design an 
E t to modify abnormal paranoid beliefs 
e a way as to minimize psychological 
in : 


to end in 
to deprive 
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reactance. This resulted in the formulation of 
the following four principles of belief 
modification: 

(1) Less psychological reactance would be 
expected with relatively weakly held beliefs. 
The list of target beliefs derived from pre- 
liminary interviewing was therefore given to 
the subject before treatment began for rating 
on a five-point scale according to how strongly 
he held them. The least strongly held were 
then discussed first, followed in graded order 
by increasingly strongly held beliefs. (The 
only exception to this was where the beliefs 
could be grouped into several distinct themes. 
In this case all the belief-statements on one 
subject were discussed before the next group 
was attempted.) The rationale for the use of 
a hierarchy was similar to that for desensitiza- 
tion, that the first items would be those that 
could be modified most easily and that their 
successful modification would, by generaliza- 
tion, weaken the remaining beliefs and render 
them more amenable to modification. The 
graded approach used here is not dissimilar 
to that used by Varela (1971, pp. 89-93) in a 
rather different applied context. He formu- 
lated the task in terms of social judgement 
theory (Sherif et al, 1965) as a gradual 
extension of the latitude of acceptance. 

(2) To avoid any direct confrontation, the 
therapist did not explicitly require the subject 
to abandon his own beliefs and adopt those 
of the therapist. It has been shown in two 
laboratory experiments (Brehm, 1966, pp 
108-116) that such a direct requirement sig- 
nificantly reduces the probability of com. 
pliance, especially where the persuader has 
high status. Though the wish of the th 

to achieve a change could scarcely be con. 
cealed in a treatment context, it seemed 
prudent to refrain from trying to coerce the 
subject into changing his beliefs. It was there- 
fore made clear that the sut‘act was only 
being asked to consider the facts and argu- 
ments discussed with him, and to entertain 
possible alternative beliefs. 
(3) To facilitate this indirect approach to 


erapist 
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belief modification, the ground selected for 
discussion was not the belief itself but the 
evidence on which the subject based it. The 
first move in discussing each belief statement 
was therefore to ask the subject what his 
evidence for it was. Where the belief related 
to the behaviour of other people to the sub- 
ject, non-paranoid interpretations of the 
people's intentions would be discussed (c8 
if the subject had based a belief that children 
in the street had been laughing at him on the 
fact that they had been laughing when mn 
passed by them, other explanations of the 
laughter would be considered). Where me 
belief related to the subjects appearance. 
other evidence inconsistent with the belief 
would be discussed and assumptions made e 
the subject in interpreting his evidence pie 
lenged (e.g. if the subject based a belief pn 
people thought he looked feminine on t 
fact that he had a thin waist, other at 
masculine features of the body such as pan 
hair would be discussed and the assumpto i 
that women always had thinner waists € 
men challenged). As many lines of argumen. 
as possible were raised against the subs 
belief, though without the subject bel" 
Pressed into acceptance of any of them. ó 

(4) Finally, the therapist encouraged inst 
Subject himself to voice the arguments a 
his own beliefs, even if quite direct question 
Was necessary to achieve this. Also n o 
marks of the subject that formed a bas! 
an argument against his abnormal 
would be endorsed and expanded. Labor ei 
investigations suggest that attitude gna it 
more effective if the subject participates the 
actively and expresses the arguments 1° 
new attitude (Janis & King, 1954). 


A PILOT TRIAL 


In a pilot run of the treatment, the A 
Modification procedure was used ° with 
Period of four months in conjunction ial 
Sraded  re.exposure to avoided — 
Situations, 
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Subject EW 

EW was a man of 35 vears who had first been 
admitted to a psychiatric hospital 12 years ago 
With a diagnosis of schizophrenia and immature 
Personality. At the time the present treatment 
began he was living with his mother and attending 
the Maudsley Day Hospital. Apart from these 
contacts, he was very isolated. He complained 
that he was vulnerable to the majority of the 
People he came into contact with (everybody 
except medical staff and some of his family, who, 
he felt, understood his illness). He believed that 
People could see that he looked ^ odd" and ‘ill’ and 
that this enabled them to take advantage of him. 
He persistently tended to misinterpret people's 
intentions towards him as hostile. Charac- 
teristically, he would claim that people had been 
tying to annoy him (e.g. when a neighbour walked 
chind him down the street with heavy footsteps). 
earn especially anxious with Woren and 
take pa who he thought were more likely to 
stri S Vantage of him. This led to a very re- 
l Sted life. He always avoided shops, cafés, 
jii entertainment, etc. He had no social 
Emm. had been unemployed for pus E 
Would macs when relatives came to his home : 
ay "ene them. In occupational therapy àt the 
Small mek he was only able to work in one 

om with two or three other men. 


Proc edure 


n ne first phase of belief modification 
belie St of 20 situations in which the subje 
ved that he was being deliberately provoked. 
a Outset he was asked to rate each i. F 
tore Scale according to how amey he 
discuss that to be the case. The items were i 
alread EH in turn according to the pne 
= described. At the end of the pacc 
Uestions the beliefs were re-rated. A Perso s: 
the Swe (Shapiro, 1961) was drawn <i 
n n Set and administered weekly el 
l Prove to monitor any more general em : 
Seco, , ^ enl. Part way through the ern 5 
Men — Of paranoid beliefs relating to emp rd 
Same = drawn up. These were discussed ee 
and yp Y and also rated by the subject 9° 


ft 
er the procedure. 


Results 


Paranoid belief ratings. Changes in the 
patient’s paranoid beliefs can be assessed 
from the changes in the ratings the patient 
gave to the items in the two paranoid belief 
hierarchies. The patient rated the items on a 
five-point scale, ranging from ‘Sure they are 
trying to annoy me’ (score 4) to ‘Sure they 
are not trying to annoy me’ (score 0). The 
ratings given to the items of the first hierarchy 
were significantly lower at the end of the 
treatment than those given at the start. The 
value of t (for paired data) was 2-65 (P < 0:02). 
The ratings to the items of the second hier- 
archy also reduced, but the change fell short 
of significance (f = 1:63). 

Shapiro Personal Questionnaire. The Per- 
sonal Questionnaire was used to assess more 
general changes in the patient's symptoma- 
tologv. A nine-item questionnaire was con- 
structed, covering the full range ofthe patient's 
complaints. For the first few weeks of treat- 
ment each of these was regularly rated by the 
patient at 4 (i.e. maximum severity). This was 
puzzling at the time in view of the fact that 
the patient was improving in other ways. 
But by the end of the treatment all but one 
of the complaints were being rated consis- 
tently at 1 (the minimum score, representing 
* well). The only exception was anxiety about 


his mother's drinking habits. 


Two CONTROLLED REPLICATIONS 


al did not make it possible to 
attribute the changes achieved in the strength 
of paranoid beliefs specifically to the belief 

dification procedure. ]t was necessary to 
ee t the procedure with two further sub- 
c ing control treatments for this to be 
pears tanh subjects were used as their 
P ential in a design in which three treat- 
ments were used sequentially, a control 
treatment being given before and after the 


belief modification procedure. 


The pilot tri 
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Subjects MW and GS 


MW wasa man of 28 years who had had psychiat- 
ric symptoms for the previous 10 years. The diag- 
nosis was schizophrenia. He had earlier felt that 
people were talking about him on the radio, and 
complained of noises in his ears that gave him 
violent thoughts. But this problem had diminished 
by the time the present treatment began. His main 
complaints were now that he looked feminine and 
that he had to be careful not to mix too closely 
with people in case they realized this. The main 
focus of his anxiety about looking feminine was 
in his thin chest and waist, though he was also 
concerned about his thin arms and legs. He said 
that he could not let himself be seen in tight 
clothes or in swimming trunks. His thoughts 
about the consequences of people seeing that he 
looked feminine were not clearly formulated, but 
he saw it as something rather dangerous to his 
welfare. He avoided a variety of situations where 
he would meet people he did not know. He even 
disliked walking along the street, especially if it 
involved standing still outside a shop-window or 
a bus-stop. He had avoided trains, cafés, ete, 
for some time. 

GS was 26 at the time of the present treatment 
and had had a diagnosis of schizophrenia for the 
past six years. At an earlier stage he had felt that 
people could put ideas into his head and that he 
could do the same to them. He had also believed 
he could read people's thoughts. But at this stage 
his main remaining problem was an excessive 
self-consciousness with other people. He thought 
this was due largely to his appearance, especially 
to his not looking masculine. He thought he was 
too fat round the waist, that his bottom lip did 
not protrude enough, etc. This self-consciousness 
was making it difficult for him to attend a Day 
Hospital. He also avoided supermarkets, pubs, 
*facing' seats in buses, etc. He felt people looked 
at him more than at most people and that they 
were afraid that he would become violent. He 
saw some connexion between his appearance and 
people's attitude to him. 


Procedure 


As before, a list of statements of each of the 
subject's abnormal beliefs was constructed after 
preliminary interviewing. The list for MW had 
23 statements concerning his beliefs about his 
appearance and how other people reacted to it. 
The list for GS had 40 statements. Part of this 


F. N. Warrs, G. E. POWELL AND S. V. AUSTIN 


dealt with the same area as that for MW, the 
other with his beliefs about his violent tendencies. 
Both parts were combined for purposes of data 
analysis, even though the experimental design 
proved not to allow adequate time for discussion 
of the second part. 

Three treatments were given sequentially to 
both subjects, so that a control treatment pre- 
ceded and succeeded belief modification. The 
preceding treatment was an abbreviated version 
of Jacobson’s muscular relaxation technique: 
Brief in vivo desensitization to avoided social 
situations was given after belief modification. 
Each treatment was given for six sessions before 
being replaced by the next. There were three 
sessions each week. One of the authors (G. E.P 
gave all three treatments to MW, and another 
(S.U.A.) treated GS. Before treatment began the 
Subjects rated their list of belief statements on 4 
five-point scale (0-4) indicating how strongly 
they held each of them. They then re-rated the 
list after each of the three blocks of treatment. 


Results 


The results for both subjects are given 1? 
Table 1. It is clear that the belief modification 
Procedure produced a substantial reduction 
in the ratings of paranoid beliefs (i.c. they 
became less firmly held) but that this did not 
occur during the control treatments. 

The differences between successive ratings 
Of belief statements were analysed by a f E 
for paired data, For MW (n = 23) the 
difference produced by belief modificatio? 
corresponded to ¢ = 4.75 (P < 0-001, two 
tailed). The changes during relaxation 4" 
desensitization corresponded to t = 2:01 27 
t = 0:37 Tespectively, both non-significant 
For GS (n = 40) the difference produced i 
belief modification corresponded to t = ^ 


Table 1. Mean ratings (0-4) of streng à 


of abnormal beliefs 
Mw 68 
Before treatment 24 14 
After relaxation 2:6 Ee 
After belief modification — 1:9* e 
After desensitization 2:0 b 


* Change Significant at P < 0:001. 
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(P « Q. — 

the ie 0:001, two-tailed). The changes during 

he a treatments corresponded to ¢ = 
Sand z = 1-70, both non-significant. 


DISCUSSION 


has been - iefs during belief modification 
reported ag oo in all three subjects 
replications h; Furthermore, the controlled 
Nificant RE demonstrated that a sig- 
one) can be win in GSa very substantial 
iS also clea rige in only six sessions. It 
during he pe the effect occurred only 
Indeed the st enel modification procedure. 
Significantly rength of the beliefs moved non- 
he con y in the reverse direction during 
h trol treatments. 

continuin nes are sufficient to justify the 
Mental basi se of the treatment on an experi- 
ther question Of course, there are many fur- 
ar is the ns that need to be answered. How 
aVoidance M reduction of social 
ation of ehaviour facilitated by the modifi- 
Maximum paranoid beliefs? What is the 
c . ^ amount of change in beliefs that 
Chan MR achieved? What proportion of the 
folios aa Still be discernable at long-term 
beliefs tH, What are the range of abnormal 
Sf these at can be modified in this way? None 
Without questions are worth even raising 

an initial demonstration that the 
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technique can achieve a significant effect 
This report provides that demonstration. , 

We would wish to see the development of 
this technique within the context of the ex- 
tension of an experimental approach from 
behavioural to conversational treatments (i.e 
to psychotherapy). It has been convincingly 
argued (Shapiro, 1972) that the scient ne 
future of psychotherapy lies in the develop- 
ment of a series of defined procedures aimed 
at relatively modest but clearly defined target 
variables for use with a small but homo- 
geneous class of patients. We would like to 
see the development of this technique of 
belief modification as a small part of that 


enterprise. 
SUMMARY 


A procedure was developed for the modifica- 
tion of the abnormal beliefs of paranoid subjects. 
Care was taken to design the procedure so as to 
minimize the psychological reactance shown by 
the subjects. A pilot trial of the treatment pro- 
duced a significant reduction in the subjects 
ratings of the strength of his paranoid beliefs. 
Two controlled replications demonstrated that 
this result was specific to the belief modification 


procedure. 
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. How appropriate is the epidemiological approach to the 
investigation of the familial causation of mental illness? Reflexions 
on the analysis of the Aberdeen Psychiatric Case Register data* 


By JOHN BIRTCHNELL* 


incar fiie past few years the author has 
studies T upon a series of epidemiological 
tain ^s 9 pestis associations between cer- 
amilial characteristics and mental illness. 

A studies have been published, 
Neun si a paper describing the epidemio- 
findings — used and summarizing the 
takin of — (Birtchnell, 1973). The orien- 
sider the i present article is rather to con- 
of reses pis encountered in this field 
and Mie to examine the appropriateness 
ulness of the strategy adopted and 


UD) macer. 
Search for alternative approaches to the 
Problem, 


THE NATURE OF THE PROBLEM 


tien ar of viewing mental illness is in 
relations] abnormal attitudes towards, ana 
Xamples. with, other people. To give two 
tople do depressives feel they have Er 
üy; id and that they are in everybody's 
ang C hizophrenics are suspicious of people 
then that they are being talked about 
lo the ?- It seems reasonable therefore to look 
Sible ‘oe family of origin as the pos- 
terag TCE Of these unprofitable ways of in- 
beco, B With others and to observe how they 
= fie Carried over into his present family 
Teation, 
lative) Scientific study of the family is at a T€ 
^ Mi stage of development. We are 
familie, Confident that we know how healthy 
unction, As an elementary first Step 


ased 
8 On a paper read to the Royal College 


aie 
iie November 1972. 

cal Research Council Clinical Psy- 
MIL Graylingwell Hospital. Chichester, 


in understanding the possible relationship 
between the early family and mental illness we 
can determine whether certain types of family 
situation are more common in psychiatric 
patients than in the population at large. This 
has been the object of studies carried out by 
the author to date. 

There is, of course, a wide range of social 
and familial situations which could be ex- 
amined in this way. Understandably, the ten- 
dency has been to go for hard data. Unfor- 
tunately, by the very nature of things, it is the 
so-called soft data which are the more in- 
teresting and therefore probably the more 
relevant. The problem therefore is somehow 
to make the soft data hard enough to be 


reliably measured and evaluated. 


THE NEED FOR LARGE NUMBERS OF 
SUBJECTS 


The incidence of any one type of family 
situation is relatively low. For example, ina 
contemporary general population sample of 
the north-east of Scotland only 7 per cent were 
only children and only 3 per cent had ex- 
perienced the death of their mothers before 
the age of 10. One needs therefore a pool of 
1,000 to obtain 30 mother-bereaved subjects. 


In the area of birth order, the need for large 
ence is € for one can only 
n 


reliably consider. 
sibship size. A thir 
is obviously quite difen 
1 n» p c 
rien inn ae of two to ten, there 
art The content of some of these 
edil r much larger than others. To obtain 
agio im distribution of subjects, one 
an à 


ven greater, 
der birth order in relation to 
d born in a family of three 
ent from one in a family 
taining all birth ranks 
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requires original pools of patients and general 
population controls of Several thousand. 
Added to this is the complication of break- 
ing the data down into progressively smaller 
subdivisions. To consider merely the separate 
sexes involves dividing whatever number one 
has by half. To consider social class involves 
dividing it by 5. To consider sex by social class 
involves dividing it by 10. 

This is why the Aberdeen Psychiatric Case 
Register has proved to be of such value. For 
the first time standardized social and familial 
data have been routinely collected by means 
of standard interviews, on a high proportion 
of referrals, from a Particular area, over a 
number of years, At the present time such 
data must be available for some 15,000 sub- 
jects. There may now be therefore, within the 
register, sufficient numbers to permit the kind 
of detailed analysis which this approach de- 
mands, It is questionable, however, whether 


adequate. This 


status. Early bereavem 
associated with havin 
late birth order. Tak 
ships into account i 
division of the data and contributes further 


to the necessity for very large Original 
samples. 


THE NEED FOR PRECISION 


To date a disquieting feature of the various 
epidemiological studies of families has been 
the lack of agreement between studies and 
the failure to obtain consistent trends. This 
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must surely be because we are still not working 

with sufficient precision. A good example of 

this is the field of early bereavement. The early 
death of a parent does not inevitably predis- 
pose to the development of mental i 
though most psychiatrists have experience a 
patients for whom such an event has appeare 

to play a part in the evolution of the patient's 
condition. The case-register studies have sug- 
gested that the parental social class (Birtch- 
nell, 1972a) and the subject's position in the 
sibship (Birtchnell, 1971) determine to some 
extent whether early parent death appe 
to the development of mental illness in een 
life. They also suggest that such an ha piper 
is more likely to predispose to the developmen 
of depression than to other diagnoses (Birte ^ 
nell, 19726). There are obviously several ae 
important intervening variables, sapra Aen 
availability and adequacy of parent pod 
ment and the stability of the family unit a, 
ing the loss. These are much more ge 
variables to evaluate but are obviously x: 
more crucial ones. A similar state of am 
exists in the area of birth order. Kammeye 

(1967) observed that 


Tesearchers often discover the significance of 
birth order accidentally while engaged in © be 
research. As a result their theorizing tends 2 
Post hoc and to have a disconnected character- 


sure 
It seems naive to expect such a crude ime 
as birth order to be positively related S dti 
nerability to mental illness, It is not ue o 
that the findings of the case-register Stu a 
birth order were largely negative (Birtc sri 
19715, 19726). As with early [osi apt 
When the focus was sharpened and a 
Was more Precisely defined, positive m re- 
emerged. An example of this was a pest? 
Stricted to Sibships of two and three, in into 
the sex of the siblings was also aken o 
account (Birtchnell, 1971c). The dang nany 
this kind of teasing out process is that sO i 
comparisons become involved that waar 
there are thrown up a sprinkling of pass 
Significant findings which do not Ps 

© meaningful and which, unless consis 
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Teplicated by other investigators, cannot be 
taken seriously. 


QUESTIONING THE APPROPRIATENESS OF 
THE METHOD 


It might then be argued that the epidemio- 
logical approach, which has yielded such hand- 
some returns in the field of public health, may 
Not be entirely suitable for investigating the 
Possible causal connexion between two such 
ill-defined and complex entities as the human 
family and mental illness. Epidemiology has 
its origins in tracking dows "4e seem e 
4 poison or infection, exemplified bythe work 
9n cholera by Snow. It has been most success- 
ful where there has been one overwhelmingly 
Significant and relatively simple causal agent 
Such as a pathogenic organism ora carcinogen. 

he work of Goldberger in establishing the 
qumnexion between a nicotinic acid deficient 

mH pellagra and more recently s 
"tration of the connexion beween 


Neay : 
of thier oking and lung cancer are examples 


m. i nature of a number of noxious 
bances "at Sometimes they create distur- 
Mothers vv Sometimes they do not. If all 
ancy p. vho took thalidomide during pres- 
ke lad deformed babies, if all heavy SMO- 
th ts lung cancer, if all women on 
" Cia traceptive pill got thrombosis, these 
NIMM ‘ons would have become obvious 
large tlian they did. The facts are that, when 
"mples of subjects taking in the noxious 
doin sare compared with large samples not 
xm » Significant proportions of the former 
Pathoj, Manifest these respective types of 
Assur 8- Epidemiology depends upon the 
"bar Ption that if a particular effect becomes 
br © A Only in certain circumstances, when 
Thin noügh numbers of subjects are ex- 
8q "n Circumstances are likely ye 
n le för an adequate proportion p^ ^ 
i m co It to differ, in respect of this € e : 
b NOt ne trol sample, In such a situation ! 
Sing .°CSSary to know what these predis- 


Cir i " 
a,  CUmstances are, though it may 
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possible, by compaing Gere subiectis in 
whom the effect is maniese with those in 
whom it is not, to discover what such circum- 
stances may be. 

A typical finding in the epidemiological 
study of families is that 4 per cent of psychia- 
tric patients and 3 per cent of general popula- 
tion controls have experienced the death of 
a mother before the age of 10. If this were 
consistently so it might even give a lead, but 
sometimes it is 3 per cent of patients and 
4 per cent of controls. Is this really surprising? 
Is experiencing the death of a mother before 
the age of 10 anything like as consistent 
causative agent as smoking 50 cigarettes a 
day? And is mental illness as easily definable 
as a lung tumour? Everyone would agree 
that, for the average child, the death of its 
mother before it is 10 years old must be a 
pretty devastating experience. Yet epidemio- 
logical studies have shown that there is not 
much difference between psychiatric patients 
and (he general population in the incidence of 


(his event. Presumably what determines 
whether it predisposes to adult mental illness 
is how adequately the father adjusts to the 
how the father and others handle the 
the child is able to grieve 
. how soon after the loss the mother 
iine piens available; how well the 
child gets on with the mother surrogate; 
whether at this stage the child alia begomes 
arated from its father and siblings: whether 
pe doptive parents have children of their 
E «quel well the child gets on with them. 
Somes Il these facts? Can they be 


is to know 4 
lecce remembered 30 years later when the 
retrospective study is carried out? One can 
re 


dly expect à case-register interviewer, how- 
r PEINE 

S r well trained, to inquire after and record, 
‘ei lone code, information of this order of 
et à 


complexity- 
To take ano 

-register S . 

dren was practic 


loss; 
child; to what extent 


ther example: it emerged from 
tudies that the incidence of 
ally identical in the 


and control groups (Birtchnell, 1970). 

be unduly rash to deduce from this 

g problems attached to being 
MPS 46 
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an only child. Some only children are over- 
possesssed to such a degree that they never 
attain an adequate level of independence. Is it 
possible, by the epidemiological approach, 
to pick out those conditions under which 
only children become neurotic? How many 
subdivisions of the data would be required to 
find theanswer and what size of original sample 
would be required to enable the investigator to 
make such progressive division? It would 
seem that to allow for even a reasonably small 
number of variations of family circumstances 
would require both patient and control 
samples of astronomical proportions. 

In a family with more than one child the 
possible number of variables increases alarm- 
ingly. When considering the simple factor of 
birth order the epidemiologist should ask 
himself if this factor is so overwhelmingly in- 
fluential that it overrides such effects as the 
sex of the various siblings and the sequence of 
the sexes; the intervals between births; the 
emotional state of the parents and the social 
and financial state of the family at the time 
of each birth; the effects of miscarriages, still- 
births, difficult labour, antenatal, perinatal 
or postnatal maternal illness or sibling death 
upon a subsequent child; whether the birth 
was planned or the child was desired ; the physi- 
cal and mental attributes of the child, the acci- 
dents and physical illnesses he has suffered 
and the effects of these on the parents and other 
siblings: the various preferences which parents 
come to develop for certain of their offspring; 
and the innumerable interactions and rivalries 
which occur between siblings. It should be 
noted in passing that most birth-order studies 
to date have not followed the traditional 
epidemiological pattern of comparing patients 
with controls but have used a calculated ex- 
pected distribution for comparison. The 

assumption upon which such calculations are 
based has recently been shown to be incorrect. 
(Birtchnell, 19715). Many of the reported de- 
viations from the expected distribution are due 
to the fact that this distribution is incorrect. 
One reason why the epidemiological model 
has been so tenaciously adhered to for so long 
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by the investigators of family situations is 
that it has stood the test of time. Because It 
has proved so effective in general medical re- 
search it has acquired scientific respectability. 
Presumably it was felt that, with slight modifi- 
cation, the method could profitably be applied 
to mental health research. The problem is that 
it is too coarse a measuring instrument, like 
a net with holes too large for the fish it has to 
catch. The temptation to focus attention upon 
hard, cold, objective and easily measurable 
data, rather than devote time to devising 
methods for measuring the more elusive as- 
pects of families, is almost irresistible. A quo- 
tation by the Finnish investigator Alanen 
(1966) is appropriate here. He says: 


The approaches making use of superficial methods 
such as questionnaires and routine hospital cae 
have not as a rule proved of much avail. Statistica 
data based upon such methods are pseudo-exact. 
To form a true picture of the actually prevailing 
circumstances the researcher has to make Rims" t 
thoroughly acquainted with the life-environmen 
of each patient. 

ately often 


In studying causation it is unfortun h 
ient wit 


the early life environment of the pat 
which one must become acquainted. 


THE MORE EMOTIONAL ASPECTS OF 
FAMILY RESEARCH 


A point which has not been giv! 
attention to date is that collecting infor 
about the ways people get on with eac? 
is not the same as collecting information ? he 
their bodies. In general medical researe per 
body can be viewed almost as though n orket 
an inanimate object, in that the researc" "ship 
need form only the most limited m ut 
with the patient. Collecting information S him 
à person's family involves getting to vedi now 
quite well and perhaps also getting E ient 
some members of his family too. ^ ^ js at 
relationships with other family mem a3 
not even clearly understood by ims" h 
difficult therefore for him to describe n 
a straightforward way to the 
Within families there are attemp 


invest QU 
ts LO en 
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ag s * 

Be varba Hrs which are taking 
entirely i - members do not seem to be 
obtener eis] e they are doing this. The 
Ris eset < either to take the family into 
will erda HUN and hope that there they 
try to pass s Y hat they do athome or he must 
setting Rr e another family member in the 
likely to inf bid Either way his presence is 
m Pads ies what goes on. The epi- 

family hs PAA ignores the fact that the 
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Brows out of see the behaviour of another 
Nineteenth E he philosophy and methodology of 
ntury physics. I hold it to be de- 
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The fam: 
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all have Fa emotional one. Furthermore, We 
“cult inis of our own. It is notoriously 
Situations © be scientific about emotional 
away fro - Research workers as a group shy 
"n Etage tolit. People who feel at home 
an ee Situations prefer to be therapists 
The quu prefer to write descriptively- 
"a Uires 9n most suited to studying families 
Warmth mhp unusual combination of natural 
trates de Scientific objectivity. What frus- 
tion is iid the investigator of family situa- 
tion, iin time it takes to get reliable informa- 
oe Bond will not allow his true self to 

j € feels he is safe and can trust his 


Wist í 
Shown ir Intensive studies of families have 


aie of th it is often several months before 
it d Ne telling key factors in the patient's 
"i By, en with other family mem- 
à ot Unde € apparent. Research workers are 
Vey en pressure to produce quick returns 
An qu Mpted to resort to standard inter 
tee es naires and psychological -— 
the b tan die substitutes for TALB 
teat tie “lish a trusting relationship WI 

all nt under scrutiny? will a patient 


Unwitt: : 
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about himself by racing through a check list 
or sorting out statements on cards? 

The conclusion to be drawn from this is 
that research into the familial causation of 
mental illness can only be carried out within 
the setting of reasonably long-term psycho- 
therapy, involving either the individual or the 
total family. There is, of course, immediately 
raised the objection of observer bias. How can 
the therapist, caught up in the emotional tangle 
of the transference and countertransference, 
be sufficiently detached to make objective 
judgements ? He can use a tape-recorder or 
he can make detailed notes of events and con- 
versations described to him by the patient. 
can be more than one therapist, one 
a check against the other. An 
roblem is how one is to 
condense the vast amount of information 
accumulated during the course of therapy 
into principles and concepts which have uni- 
versal application. It is certainly the case that 
sych oanalysis and other psychodynamic 
theories have produced terminologies which 


permit communication between members of 
the same school of thought. Yet more organic 


psychiatrists continue to ask such questions 
as, does the oedipus complex really exist? 
Crown (1968) has expressed the dilemma of 
the analyst in the following terms: 


Psychoanalysts are aware of the need to demon- 
strate that the deductions made from e 
analytic theory can be verified objectively. hey 
: ever, prepared to use methods which, 
are not, how iences, would distort 


i th 
ile appropriate to o 
n fn their particular field of study. 


There 
acting as 
equally important p 


ears family therapists have also 


cal frameworks and termi- 
ar to be useful to fellow 
r, Bateson (1966) has 


In recent yoo" 
heoret! 
hich appe 
. Howeve 
nted out that: 


evolved tl 
nologies W 
investigators 


correctly po! 
tter is that many of the * theories? 


is. and those which 1 have con- 
o the discussion of schizophrenia, are 


pies theories in the ordinary sense, but are 
s or perhaps new epi- 


rea age: 
ipe new languag : 

more like A language can be confusing or 
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enlightening. It can be convenient or clumsy. But 
it cannot, in itself, be true or false. 
Perhaps, however, such so-called languages 
are the only useful way of describing intra- 
familial interactions and that it is unrealistic 
to expect a set of laws to emerge with the 
exactness of Newtonian physics. 
Psychoanalysis, for all its shortcomings, is 
one method of attempting to bridge the gap 
between the mentally ill adult and his child- 
hood environment. Fleming & Altschul 
(1963) described the analysis of a 29-year-old 
depressed woman whose parents were killed 
in Germany during her teens and whose 
maturation appeared to have been halted by 
this event. During the analysis the belated 
grieving of this loss brought about improve- 
ment of her mental condition and accelerated 
maturation. This study would appear to be an 
important step in understanding how early 
bereavement may contribute to the develop- 
ment of mental illness; yet the problem remains 
of persuading statistically orientated research 
workers to accept it as such. On the evidence of 
this type of study one is tempted to abandon 
progressively more refined epidemiological 
studies of early bereavement in favour of the 
detailed documentation of a small series of 
cases whose parents died during childhood, 
to ascertain which were the subsequent events 
in their life histories which caused them even- 
tually to develop a psychiatric illness. 

The family therapy studies referred to above 
are of value because they afford a means of 
observing the young mentally ill adult in the 
presence of other family members. In this way 
it may be possible to detect what it is that the 
rest of the family does to cause the patient to 
react with psychiatric symptoms. The majority 
of these studies have been on schizophrenics, 
but it would be equally appropriate to adopt 
this approach with other diagnostic groups. 
The method has been applied to the investiga- 
tion of birth order by Lu (1961, 1962) and 
Hoover & Franz (1972), who were able to 
compare in detail the life circumstances of, 
ntal attitudes towards, schizophrenics 


and pare 
mar well siblings. As with psychoanalysis, 


and their 
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one problem with this type of study is the 
difficulty of obtaining similar information 
on normal families. The varieties of inter- 
personal behaviour described by these in- 
vestigators, such as the double bind pheno- 
menon described by Bateson and his co- 
workers and the skewed and schizmatic mar- 
riages referred to by Lidz and his co-workers, 
can be observed in the families of mentally 
well adults. Alanen et al. (1966) overcame this 
difficulty to some extent by comparing the 
family situations of schizophrenics and neuro- 
tics. Laing & Esterson (1969) contend that 
controls are not relevant to such studies. In 
the preface to the second edition of Sanity 
Madness and the Family, in which they dealt 
with criticism of the first edition, they wrote: 
at if 


We set out to illustrate by eleven examples th 4 
ou 


we look at some experience and behaviour with 
reference to family interactions they may a 
comparatively socially senseless, but that if p 
look at the same experiences and behaviour e 
their original family context they are liable to m 
more sense. 

writers 


particu" 
ain 


One can, of course, object that these 
select only those cases which fit their p2' s 
lar theory. In the same preface they mob 
that: 


Wecan put to you, however, the distillations (^o 
investigation of eleven families, and say” ve 
the sort of thing we have found every time We dre 
taken the trouble to do so (now over two hun 
times). 
e 

The important point is that, as with wa 
reported by Fleming & Altschul, it 1S P cot 
in such studies to establish meaning!" state 
nexions between the patient’s clinical 
and his experiences within the family- P4 É it 
what such investigators are saying is 2 con 
surprising that the patient is the Way » tresses 
sidering he has been subjected to such 5 
as these? 


SUMMARY AND CONCLUSIONS 


. tially 
The epidemiological approach 15 pa 08 
a strategy for solving public health P 
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The value of considering mental health as a 
Public health problem is limited. Instances 
TIU this approach may be profitable are 
those in which one factor has an ov erwhelming 
i upon mental health. This may be the 
ba. comparing one culture with another, 
he with an other or one social group 
| tiic uo -— Experience of using a psychia- 
Mimi, rid to apply the epidemiological 
eosiaty arily research suggests that there 
Perm eP pear to be one overwhelmingly im- 
effective ‘ee situation which is consistently 
Mentalilines. nn vulnerability to adult 
tions slides Ide considered that the interac- 
Plex to ie SUE aint are too com- 
COPS au uie: explored by the 
gical approach. It is suspected that 


ALANEN, Y. eral, 
g 


^ 


enesis of eens (1966). The family in the patho- 
long ; s Schizophrenia and neurotic disorders. 
Meson, st scand. 42, Suppl. 189. . 
interact; : (1966). Critical evaluations of family 
View "e processes and schizophrenia: a re- 
l. current theories by E. G. Mishler and 
ELTON axler. Int. J. Psychiat. 2, 375-413. 
illness P J. (1970). Sibship size and mental 
IRTCHNELL, J. Psychiat. 117, 303-308. 
"elation $ J. (19714). Early parent death in 
Psychiat to sibship size and composition in 
Contro] Tic patients and general population 
Bicis s Acta Psychiat. scand. 47, 250-270. 
ings. ny J. (19715). Birth rank and mental 
rca res Lond. 234, 485-487. 
tw ‘LL, J. (1971 c). Mental illness in sibships 
© and three, Br. J. Psychiat. 119, 481- 


' beet J. (19724). The interrelationship 

Mental il Social class, early parent death and 
Bie Iness. Psychol. Med. 2, 166-175. 

fées, T. (19725). Early parent death and 

nme e diagnosis. Soc. Psychiat. 7, 202-210. 

illness. ^ J. (1972€). Birth order and mental 


`! à control study. Soc. Psychiat. 7, 161- 


Ps 
Ra 


129. 


311 


research workers have been attracted to this 
approach because it has been effective in 
general medical research, and because it is 
safely unemotional and does not require the 
investigator to involve himself in the family 
situation. The conclusion to be drawn is that 
methods must be devised for adapting either 
the individual psychotherapeutic session or 
the setting of family therapy to a scientifically 
acceptable research situation. What is also 
required is that the psychiatric researcher must 
avoid the temptation to try to organize family 
research along lines which resemble more con- 
ventional general medical research. The prob- 
lem of reorientating the attitude of research 
workers and of their sponsors would appear to 
be a crucial one. 
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Two kinds of groups 


By RUSSELL MEARES* 


There is a growing acceptance in biological 
thought that the basic evolutionary unit is 
Not the individual but the group or population 
Of which he is a member. Such a sentiment 
has been echoed by many psychotherapists, 
beginning with Trigant Burrow, who assert 
that ‘the group is the unit that is ill (Ruesch, 
1961. p. 49). Despite this apparent accord, 
however, the theory of group psychotherapy 
harbours a number of striking and funda- 
Mental conflicts. j 

The most important of these centres on the 
iu of psychoanaly is in group psycho- 

apy. Classical psychoanalysis clearly in- 

Uenced such pioneers in the field as Schilder, 
Fee Foulkes and M oreno, and a majority 
oF aro Orities maintain that it forms the basis 

Ls WP Psychotherapy. On the other hand, 
1949) stis (e.g. Johnson, 1963: Ackerman, 
ð i ina mention the principal techniques 
plete cag i.e. free association c nig 

iscourane a ae e a o Moreno 
(1959) oe ther HE, D term 
| al Who is credited with coining the a 
Went P PSychotherapy^ (Kadis ef al., eo y 

: far as to say that groups cannot frec- 
thera ate, which suggests that group psycho- 
The Py is quite distinct from psychoanalys!s- 
belie ©Neeptual problems which Moreno $ 


fs ing 
Way Posed were examined in the following 


Associ 


METHOD 


12 tines with varying neurotic illnesses Met 
Were m. for sessions of about an hour. They 
2 ipae lo exercise their powers of fantasy 
began "D à spontaneous play. Each are 
*b a * warm-up’ period. during whic 
Uni, c Partments of Medicine and Psychiatry. 
uy Of Melbourne, Austin Hospital. 
“Tg, Victoria 3084, Australia. 


the participants were urged to allow themselves 
imaginative licence, and to say anything that 
occurred to them, however ‘disagreeable’, 
"nonsensical", ‘unimportant’ or ‘irrelevant’ it 
seemed. Thus they were asked to free- 
associate, using the words of Freud's defini- 
tion (1923). Following this, they were asked 
to set the scene. The therapist formulated a 
consensus. 

Samples of the first session are given as 
illustrations of the form of the group. The 
remainder of the scripts were of similar 
nature. 

Sample | 


The first session was held in a large bare 
room, at night. A shaft of light came through 
an open door. The patients set a vague scene, 
on an overnight train, or, at least, on a jour- 
ney. The therapist asked for the first line. 


A number of pretentious or humorous 
suggestions were made. "Ann" sat, huddled 
away from the shaft of Nght. She remarked 
spontaneously, "The light's a flipping nuis- 


e` The therapist indicated the first line. 


anc 
: ge P Wear do vou Wart 
/hy is 1t a eara 

an: Why is m a sus 

Adrian: Wh) 
to do? 
i l . 
Ages e hiding yout? going On 
ou ar g 


Adrian: Y 
journey, y 
Mary: Want t 


« know where. 
p don't know V 


o go home. 


e are W 
we'll know where we 2 


could be lying: | t 
«js not going 
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Pam: We can just go to sleep all the time, and 
all we need to do is wake up at the stations. 

Mary: We're not allowed off. : 

Jane: We want to get to a frontier. ) 

Claude: There's no danger of being shot or 
arrested if we get off? 

Ann: There's a worse danger than that — being 


nowhere. 
Pam: As long as we can go to sleep between the 
stations. 
Sample 3 


Claude: There aren't any minefields or machine- 
guns at the frontier. 

Jane: He's lost. 

Bob: You're not lost if you're asleep. Who are 
you? Where's your passport. 


Adrian: When we know that we'll get off the 
train. 


Mary: There's a man there who just watches us all 
[of therapist] and never speaks, 

Jane: He knows where the train's going. 

Adrian: He drives the engine, 

Ann: He thinks he does. 

Mary: Why won't you tell us? 

Pam: It's not his job. 

Jane: It is his job. 

Bob: We're £oing to see the sea, 

Claude: [Speaks German.] 

Ann: Can't he be quiet? 

Mary: He's frightened. 

Ann: He'll have us all frightened, 


Bob: I can hear the wind, we may be near the 
sea. 


All the sessions were tape- 
scripts prepared. Two indepen 
made certain ratings which ar 
a following communication. 
asked to make à judgement u 
of ‘free association". Such 
difficult since, as Marmor 
others, has remarked, free association jg 
never free and never found in ‘pure’ form 
Nevertheless, the observers a. 
of the passages in the script 
of individual contributions 
Jinks in a chain of association 
mon theme. In this way, 
thing very like what is co 
association. 


Tecorded and 
dent observers 
e the Subject of 
They were also 
pon the presence 
à judgement is 
(1970), amongst 


greed that Many 
Were Composed 
which formed 
about a com- 
they formed some- 
mmonly called free 
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DIFFERENCES FROM ORTHODOX GROUPS 


The first and most striking es 
of the experimental group was the pattern © 
verbal behaviour. This distinguished it from 
a more usual group. Everybody spoke. but 
only briefly, so that nobody was dominant. 
Also, the contributions developed an — 
onic rhythm, which waxed and i 
throughout the group, and which seemed 7 
characterize the more emotionally intense 
periods. A second distinguishing ae 
of this group was the behaviour of ied 
members of the group. All had been observe 
for months in routine groups. Some of we 
Were extremely tense during such groups. " t 
rare contributions were made with grea 
effort. On the other hand, several patients 
dominated the routine group. As their mane 
logues were frequently of a m 
nature, they were treated with respect by «ed 
remainder of the group. Such behaviout nil 
never appropriate in the experiment 
group. - 

The ‘sickest’ patient might have vn 
expected to dominate the group, since sur? 
(1961) has already remarked upon the pine 
rence of this phenomenon in anime 
groups. It was not, however, a feature © le. 
experimental group. *Claude', for exam le 
Was the most ill of the patients in the ep 
script, and was one of the leaders of ups 
routine groups. He found the latter £r? ge 
‘exciting’ and made heroic attempts ihe 
them going’. He was bewildered by the o! his 
lack of gratitude, and their anger i 
“blocking the group’. In the pe P 
BTOUD, as sample 3 of the script — these 
eventually extruded. By the third © t at 
Eroups, he had become aware of the i n 
he did not communicate with the oat 
Was then that he began to make cont"! as 
Which connected, joining the gom s $ 
." OY the realization of his BB. got 
ye to anybody,’ he said. k bii eop! 
kp signs. Or write messag Ho hts: 
dow pag Just follow their own 

ere on this old wreck." 
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The experimental group not only ended the 
dominance of the most ill, it allowed the 
emergence of others who were virtually 
Muted in the routine group. ‘Jane’ was the 
most obvious of these. She was shy and tense, 
and had a diagnosis of agoraphobia. She 
had Breat difficulty in talking in a one-to-one 
Situation, as well as in a group. During the 
eXperimental group she was quite changed, 
and took a full part in it. As the series pro- 
B'essed, her contributions approached free 
association, Her successive remarks in the 
fourth Session, taken in isolation, are an 
example., "The green is holding me ... | 
Want to know how to get out of the green . . . 

'S green is meant for me. It fascinates me. . . 

can’t come with you. The green will be 
Bene... Just floating. I know it's dangerous, 
l must break away.” 

Pe gained considerable relief from these 
„SIONS, and it seemed that reduction in 
Anxiety constituted another striking difference 
between routine and experimental groups. 

'S Was manifest in a number of ways. After 
e wed Sessions, patients remained in their 
cin for some time, apparently relaxed, and 
a ng little — a contrast to the quick evacua- 
Serora, the room after a routine group. 
of s ly, a number of them reported relief 
Pi Ptoms following the group. These, of 
Would were temporary, so that an sommige 
Brou sleep well following an experimental 

ekri not on the remaining days of the 

9" t is unfortunate that this effect, being 
atic pected, was not evaluated in any system- 

1 y Objeetive way. l 
nenta a be made clear that the experi- 
began LEUR was not devoid of anxiety. It 
eve 7 an atmosphere of apprehension and 

Ature ens The apparently unstructured 
Some f the experiment may have produced 
initi. OF this fear, In any event, after the 
Stene Confused searching for the plot or the 
When tes the first line, the tension broke 
Ut so i began, and slid away oe 
"éveri Nat the session ended in a kind o 

e. 


GROUP FREE ASSOCIAT ION 


If, as is suggested here, free association does 
occur in groups, one would expect to find 
previous reports of it. These exist, but are 
uncommon. Hobson (1959) has described ‘a 
rare state, which I hesitate to interpret, in 
which all including myself, look and talk 
towards the centre, the talk becoming associa- 
tive with a good deal of fantasy'. He called 
such group activity ‘centrally directed’. 
Foulkes & Anthony (1957) also described 
something like free association: ʻA well- 
established group’, they said, ‘may show 
bursts of chain activity, each member con- 
tributing an essential and idiosyncratic link 
to the chain’ (p. 151). 

The accounts of Hobson and Foulkes 
favour the view that Moreno’s generalization 
is incorrect. It seemed to stem from a major 
premise that groups had no ‘uncommon 
unconscious’ which implies that the group 
does not share images, feelings, or fantasies 
which might be called ‘unconscious’, and 
from which associations are made. 

Presumably as a consequence of this 
belief, Moreno maintained that free associa- 
tion follows ‘individual tracks’, and that the 
confused mingling of these in a group results 
in chaos. The example of ‘Jane’, already 
quoted, is not consistent with this claim. Her 
contributions were entirely congruous with a 
chain of group associations about the common 
theme of a sea voyage. This might suggest 
that in the particular type of group under 
discussion, individual contributions can take 
the form of personal free association. 

Moreno, however, described a group co- 
unconscious, which made his position not 
entirely inconsistent with that of Foulkes, 
who might have seemed to hold quite Opposite 
views. 

Foulkes assumed that ‘the group’ exists as 
a single coherent entity, whose members 
share a unified succession of mental States 
equivalent to the stream of consciousness in 
an individual. The group is then analo 


We gous 
to a fragmented individual, and all com 


muni- 
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cations can be regarded as having the same 
source, and as being therefore similar to free 
association. He wrote, ‘I became aware that 
it was possible to consider the group's 
productions as the equivalent of the indivi- 
dual's free association on the part of the 
group as a whole’ (1964, p. 117). He made a 
distinction between group and free association. 
* This collective association is totally different 
from its equivalent in the individual situation 
and could not even be perceived without the 
introduction of a completely new frame of 
reference; the group as a whole, or what we 
now call the group matrix’ (1964, p. 126). 
This concept of group association is thus 
different from the chain activity which was 
previously mentioned. 

Bion proposed something similar to Foulkes, 
when he stated that ‘The explanation of 
certain phenomena must be sought in the 
matrix of the group and not in the individuals 
that go to make up the group’ (1961, p. 
132). 

The apparent emergence of associative 
thinking in the experimental group may have 
been determined by the imposition upon it of 
a ‘common unconscious’, i.e. of a shared 
fantasy. 


A DISTINCTION IN MODES OF THINKING 


Since the Foulkes type of group depends 
upon the basic techniques of psychoanalysis, 
it is not unreasonably called *psychothera- 
peutic’ or ‘group analytic’. It is to be 
distinguished from a second type of group 
which might be called ‘transactional’, since 
Berne (1966) has given a clear account of its 
function. Berne expressly rejected the concept 
of *the group itself", although in doing so he 
appeared to show a misunderstanding of it, 
believing it implied *an entity which tran- 
scends in some way, not yet clearly defined, 
the psychic sum of its members" (p. 103). He 
accepted. however, that man is part of a 
larger organism. and to examine his maladap- 
tion in relation to it, by isolating him, is 
illogical. It might be said, then, that *trans- 
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actional group therapy’ is a particular form of 
individual therapy which concentrates on that 
individual's interactions within a social 
matrix. 

These two different orientations. become 
apparent on consideration of the oae 
Those descriptions of groups in which VAS 
ity’ is emphasized are likely to concern the 
‘transactional’ type. Thus Ackerman (1949) 
remarked that, in a therapeutic a 
"reality is continuously asserted. and althoug® 
irrational attitudes and expectations appe 
they are checked by group pressure’. siriar 
Johnson (1963, p. 4) believed that "repens 
exposure to group reality gives the men 
an opportunity to examine their faulty em 
tional responses’. 5 

Foulkes & Anthony (1957, p. 39) describe 
their differing approach: ‘Whereas Ot un 
Psychotherapeutic groups work p, 
mainly with the manifest content of & this 
discussion, group-analytic therapy Uses 


0 
F . à )cess 
manifest content to arrive by a pre latent 
a 


between discussion in 
groups and in analytic groups: ` 
in the group shall not be descr " 
ordinary sense of the word, but Som”, 
described as “free-floating discussion 
If the distinction between these tW° is 0 
ly differing forms of group eye This 
realized, conceptual confusion reigns: he 


" l- 
asic® 
be t 


è r 
is apparent in Johnson's (1963) Work: rou 
maintained on one hand that hue A ba ed 
therapy and group psychoanalysis ar? on UE 
on psychoanalytic theory’ (p. 53). @P° giffers 
other hand that ‘group therapy ps pe 
qualitatively and quantitatively fro P™ f 
analysis and psychotherapy’ (P- 38) rms ° 


-fering fO 
It may be that these two differing fiere 


group function are determined bY dis 
modes of thinking. It is customary ie 
tinguish two kinds of thought. hA P. 
is linear, logical problem-solving © o yaf i 
directed. |t is in general directe NM 
‘reality’. Piaget (1959. p. 43) des 

thus: 
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Ente thought is conscious, that is, it pursues an 
He sd is Present to the mind of the thinker, it 
ality "EPIS NEBICH means that it is adapted to 
| fis Agee tries to influence it, it admits to being 
ft can ds alse (empirically or logically true) and 

€ communicated by language. 

Jung, like Piaget, called this type of 
thought ‘directed’ and contrasted it with 
fantasy-thinking', which Hobson (1971) has 
described. - 

fe; S asy-thinking" image piles on image, 
and is phi. The images are usually — 
candens ‘ividly sensed. They show features o 

ation without à 


and displacement, 
clear displace 


lio oe of opposites. There is little 
though in the process, the effortless direction of 
With ass being determined by subjective affect, 
Wiehe ii based on analogy, and there is no 
eal ak between subject and object. A great 
Or unco Ae LDEOSESS goes on in the *half-shadows 
hdi Coe when it can only be defined 
Unprod Y. For adaptive purposes it 1s seemingly 

uctive, 
y d modes of thought have similarities 
reae di and ‘primary process" but the 
any i Implications of those terms. particu- 
Ínappro connexion with libido. make them 
the ie to the present discussion and 
Ore b, ms ‘linear’ and "associative" will there- 

be used. 

t is suggested that ‘transactional’ groups 


Conducted in a linear mode and ‘analytic 
ght. 


are 


TOups^ + HIS 
PS" in an associative mode of thou 


IMPLICATIONS 


med evolutionary grounds, it might 
Ty that alerting stimuli trigger Loi 
Braces: problem-solving and linear thoug 

pi 9. Thus the individual will make an 
Sou Priate response to a strange sight $ 
"d in the environment. AS 2 corollary. 
hike also be assumed that alerting 17 
in the ht, which 


the associative mode of thoug* à; 
g reverie. Asa 


ned that 
inking. 
visual 


i 
fu : Waking state occurs durin 


-SFU 1 
in er Corollary, it might be presum 
ative th 


e . 
Wh Xtreme states of assoc! 
h imagery is heightened 


lug inei 
"Inosi vidua 
Slhosis may be present. the indi 
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will show an increased insensitivity to 
external stimuli. This seems likely to be so, 
since people in this state have been shown 
to habituate to repeated meaningless sound 
more quickly than normals, i.e. they relatively 
quickly cease to make an alerting or orienting 
response to the noise (Meares & Horvath, 
1973): 

On the other hand, neurotics have an 
impaired ability to habituate and their 
tendency to be alerted by meaningless 
sounds is prolonged beyond normal (e.g. 
Lader, 1969). This relative sensitivity to 
alerting stimuli might be expected, according 
to the above supposition, to cause neurotics 
to show a relatively greater proportion of 
linear thinking in their thought than normals. 

If this presumptive defect were to be 
perpetuated through environmental circum- 
stances, it could conceivably have an unthera- 
peutic effect, or may even be harmful. It 
is therefore suggested that those groups 
which depend upon linear thought, and which 
have been given the broad label 'transac- 
tional’, may be antitherapeutic. 

Should linear thinking be potentiated by 
groups it may explain the 
phenomenon of the domination of a group by 
its sickest member (Bion, 1961, p. 122), for 
he might be expected, according to the 
above suggestions. to think particularly in 
that mode. It might also be conjectured that 
his domination would be ended in an 
*analytic group’. Thus ‘Claude’, the sickest 
of those in the sample script, showed strictly 
linear thought processes and was preoccupied 
by details of ‘reality’. such as timetables and 
eating arrangements. His contributions, how- 
ever, did not stifle the group, as they did in 
an orthodox situation. 

A final implication concerns the task of the 
therapist. The dichotomy proposed here is 
somewhat artificial since a group is unlikely 
to function in either a purely ‘analytic’ or a 
‘transactional’ form. Nevertheless, 
nction may allow the therapist to 
choice of interpretation. An 
ided by ‘Pam’ in sample 2 


‘transactional’ 


purely 
the disti 
clarify his 
example is prov 
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who expresses a wish to sleep between stations. 
Such a regressive fantasy had not been evident 
in routine groups, in which the patient was 
inevitably cool and logical. The relationship 
of her fantasy to her drug dependence might 
have been pointed out to her. In this way it 
could be said that the patient is confronted 
with ‘reality’. Such an intervention, however, 
would certainly have hindered the develop- 
ment of the group's imaginative process and 
in all probability would have been received 
without emotion by the patient, and without 
consequence. [t is, however, a reasonable 
intervention if one accepts Moreno's concept 
of a group with no common unconscious, in 
which case group therapy must be considered 
a special form of individual treatment. 

The experimental group suggests that the 
form of interpretation in the ‘analytic’ 
group should be analogous to constant scene- 
setting. Thus the ‘analytic’ interpretation, 
which is not required in sample 2, is directed 
towards elaboration and elucidation of the 
feelings, images and fantasies which are 
shared by the group, and not Specific to any 
one member of it. 


SUMMARY 


Moreno’s claim that a group cannot free 
associate was considered by means of an experi- 
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mental group form. A number of patients w ho had 
been observed for months in an orthodox group 
were asked to take part. They were asked to 
formulate, and become involved in a shared 
fantasy. Twelve sessions were held. The cocco 
of a number of patients was remarkably differen 
in the two forms of group. Their sessions Mee 
tape-recorded and translated into typescript. i 
independent observers judged the productions 19 
show similarities to free association in an indivi- 
dual. 5 ight 

It was suggested that two forms of groups CN 
be distinguished. One, which involves the clabor 
tion of shared fantasy, was called ‘analytic al's 
second, which concentrates upon the individu? 2 
interactions within a social matrix, was given i 
broad descriptive label of ‘transactional ‘action 

Tt was further suggested that the distinc E 
between the two group forms might depend v is 
differing modes of thinking. The we Wt 
implications of the distinction were discussed. pal’ 
the hypothesis advanced that ‘transactio 
groups may be untherapeutic. 
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From false-self to true-self functioning: a case in brief psychotherapy 


Bv EVELYN LIND* 


A ru a patient changing after years of 
fonts 3 work from life-long false-self func- 
sen A o being a true self is gratifying: to 
fic aM in quite brief psychotherapy 
Sikes su a ds to make one regard it with 
be fault dar When the change cannot 
ries ee it makes one doubt many pre- 
sues poe as to what is necessary before 
of bz. ange can take place. The concepts 
later "e: false self here considered are as 
Shoe ed by Winnicott (1960), Laing (1959), 
of an p aer and others. No presumption 
the d theoretical originality is intended, but 
inc 2 material cannot but be of some 
for am As the therapy extended twice weekly 
give id 19 sessions, it may be possible to 
Midi comprehensible account of the whole 
T ess of the change. 
re aatia, a 23-year-old graduate, was 
hospi, for admission to a private psychiatric 
Pital with the information: 
believe him to be severely depressed and probably 


Schiz ; 
iier renie: When I saw him yesterday he 
*d my anxiety when he spoke unemotionally 


abi f J 
Vine. the likelihood of killing himself in some 
€nt way, such as shooting or knifing himself. 
ear but 


e hg 
na made one suicide attempt last y 
p ns it was half-hearted. He says he contem- 
ahott, it quite often and would make sure of it 
Sut = time. To him it seems like a positive way 
o Si his difficulties. He accepted the suggestion 
Cons; mission im a flat and passive way. He 
an E state *a philosophy of life" rather 
Says that ess: A psychological report on him 


i at of 
M he has a very active fantasy life, the 
e has found 


lity. A valid 
ication of à 


it €men, ; : 
Mrd to di in which is such that h 
Mp une, ee fantasy from rea 
Ophr ile provided a strong ind 
enic disorder. 
ater; 
al for this paper is gathered from 


* 
As 
hburn Hall, Dunedin, New Zealand. 


that referral letter, from an account the patient 
wrote after treatment ended, describing his 
state of being before and after, and from 
brief notes made after every session and from 
memory. It is very unlikely that treatment 
could have proceeded as it did without the 
hospital setting providing a temporary home 
and refuge from the world, which he had 
been at the point of entering having just 
completed a degree. 

In two interviews prior to regular psycho- 
therapy the patient appeared non-psychotic, 
and described a lifetime of anxiously pretend- 
ing to be an independent self-sufficient person. 
He was the eldest of a large Catholic family. 
He had been told that as an infant he was 
an unhappy baby, a poor feeder and a poor 
sleeper and had often been left to cry for 
long periods. He was not picked up until it 
was time (by the clock) to be fed, and when 
put down again was left alone, even if crying, 
because his crying was just attempting ‘to 
gain control of my parents and be spoilt’. 
The expression was often used by his father 
when younger brothers and sisters were in 
these circumstances. In his early years his 
father was absent from the house from early 
morning until late at night, studying for a 
degree and training in a profession. His 
mother was described as quite unpredictable 
and often distraught with quarrelling children. 
Sometimes she would lock herself in her room 
(or days o? end and refuse to come out. 
Several times she left the home, taking the 


daughters with her and leaving the sons to 
the father. The parents quarrelled frequently 


and violently. 


The patient's 
ing me t 


ilosophical 
bject of hi 


first communications to me 
hat his problems were as 
as psychological) were 
on the su s inability to compete, 
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his uneasiness at beating others and feeling 
so sorry for them. He was dux of his primary 
school but deliberately refrained from winning 
the tennis cup. Thereafter he would not 
compete at all and would do just enough for 
a pass mark and then stop. He often mentioned 
a fear of being thought favoured. He spoke 
of terrible guilt over masturbation from 14 
until 19, and fearing hell. There were many 
things he thought unfair and inconsistent at 
his Catholic school but he never felt brave 
enough to protest. He felt ‘threatened’ by 
life and society, wanting to opt out, not 
because he felt contempt for those who could 
cope with society — he wished that he himself 
could. 

He had been engaged to be married and 
he confirmed that what he had wanted was 
something much more like mothering than 
adult sexual relations, which satisfied him 
only physically, not emotionally, and left 
him feeling let down. He often felt very 
anxious during sex as though being watched. 
He was extremely jealous about his fiancée 
and tried to cure himself of this by urging her 
to be unfaithful to him, but when he discovered 
her in this, he felt extremely anxious, ‘not 
anger, but something went out of me’. He 
could agree that his avoidance of competition 
was due to the projection of his own feelings 
on to those who would be hurt by being 
beaten, and said that with his fiancée he had 
tried to take back his feelings into himself 
but it had made him intolerably anxious over 
his dependency and his fear of being left by 
her. 

As a child he could not understand why 
he had been rejected, or should feel rejected. 
He felt he was worthless but could not 
understand why. When he saw other children 
being treated affectionately he felt jealous 
and puzzled. From quite an early age he felt 
suspicious of anyone's concern, and life 
seemed to be quite mechanical. He wrote later 
that he had for a long time been vag 


. uely 
aware of two me's: 


The real me felt the lack of care and concern 
and hated the other me that everyone A 
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saw, which complied with social demands. The 
inside me was petrified to reveal itself. in Case 
it was swallowed up or shattered by the terrible 
outside. 

Often the real me would show itself when I felt 
some empathy with someone who was in a similar 
circumstance to me, usually anxious about some- 
thing. This offered some relief and comfort but 
only confirmed my view of how terrible every- 
thing was. Though I felt I understood a ai 
in this circumstance, I would feel very guarde 
myself, and not reveal my own anxiety oe 
insecurity. I would feel better off than the ic 
person, as if they could not quite see ' the a i 
For I had begun to develop an experience id 
‘oneness’ with the environment which apis 
inspire me to undertake some great mission M 
reform mankind from a loveless, miserable kp 
The experience was a type of deadness and "i 
not really related to anything in pasion. m. 
soon as I came in contact with reality the feed E 
would go, and I came to mistrust those feeling? 

e 

When with another person or other peop! 
he always felt confused between wanting i; 
be involved and recognized, and afraid t0, 
Sometimes he could be the ‘life and sou fall 
the party but be petrified if he seemed ferate 
flat or be ignored. But he could not We feel 
being alone, he had to be seen. He ne 
that the activities of other people HA if 
and meaningless but he would hate jg j 
he was ignored, then feel guilty for 
them, or for ignoring them himself- 
he would often become cynical and $ 

This material was not conveyed pange? 
than fragments until after he had Ohr 
He was treated after initial interVie WP? i e 
twice weekly analytical psychotherapy tio 
using the couch and asking for free ee eria” 
and paying attention to transference P^. 
He meanwhile attended thrice weekly p by 
relatively non-interpretative grouP iher ho 
nursing staff, and he joined in all © 53 Us 
pital work and social activities. He eral y 
handsome young man with very long nim 
hair and a beard, and soon oe 
fairly conspicuous in the hospital. ad 
Cooperative with unconventional be? st ch! 

He spoke of always feeling like ? 


sal 
arcasti 
i re 


= Ss 
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and that his first day at school was the worst 
day of his life, and he had cried all day and 
felt desperate. He said it seemed a final re- 
Jection of him by his mother and a final 
blow to any hopes of his childish needs being 
satisfied. While in his first year at school his 
parents moved house, temporarily staying 
with his grandmother, who lived about four 
miles from the school. His mother was to 
collect him by car but was one day unac- 
countably not waiting for him. He remembered 
running all the way from the school to his 
£randmother's, On the way he saw the family 
car parked by some shops but he continued 
On his way to his grandmother's. The action 
was Tepeated in every possible situation, 
"oie. to reveal his needs and refusing to 
ave things done for him unless he could 
i sem that he allowed it only to. suit the 
tell SERE In adult life he would “jokingly 
him is parents how badly they had treated 
e dar beginning of his second session he 
after ks had felt very anxious and confused 
Sayin hiss previous one. He found himself 
or zs in the shower, * Father, forgive them, 
that dea not what they do. He admitted 
the ines said this on previous occasions; 
o lm were the whole world. He Spoke 
ing ei self-indulgent, almost encourag- 
in hig v in self-pity, writing morbid poetry 
ears ier s at night until he would be 
Saying sin it. He began his third session 
One, that E he had felt after. the previous 
Sot anythi e had felt empty, as if he had not 
he indicat ra from me. Later in the session 
Previous € clearly how he had come to the 
ae Gren SR strongly defended against 
Made at 9f closeness. Interpretations 
defene a, his fear of giving up any ° 
hes Were Pseudo-independence 1n case i 
S hurt Not understood and not met, an 
OF m... Would only be increased. He spoke 


in 


were 
f his 
his 


| “elin 
pict wie at ease only with children oF when 
Cling... Nature. `I get an almost desperate 
got through 


im ES W 
k Mie people who have g 
em h S talk about it. I want t 
| Ow to do it 
25 E 


o get from 
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The next session he spoke of not knowing 
what to do with his feelings. He had a strong 
desire for fusion, weeping, laughing with joy. 
"almost obliteration, but not physically’. At 
later times the fear of ‘obliteration, not 
physical’ was often mentioned. He said that 
hate was a feeling he particularly disliked 
having. He spoke of fearing being serious 
with his parents for fear of then feeling bad 
in himself and in the wrong. He feared 
rejection and impermanence. He felt he was 
always fitting into other people, that he had 
no sense of conviction about his own ideas 
and arguments. He hated asking anyone for 
anything, even a game of billiards, he wanted 
them to ask him. 

At the next session he was defensively 
curious about what I thought of him, but 
very reluctant to say what he imagined I 
thought. He thought that his parents were 
abnormally secretive. He wondered whether 
I had problems, what satisfactions I got out 
of my work, out of life, whether I was basically 
optimistic. I referred to his previous expres- 
sions of basic optimism in relation to children, 
‘as long as they were left to be themselves’. 
He lamented that he felt he was wasting my 
time and that there were expectations that 


he had not met. 
The next session 
been feeling differei 
life, which he descri 
optimistic without 
he said, optimism Y 


he reported that he had 
ntly from ever before in 
bed as feeling able to feel 
anxiety. Always before, 
vent with a denial of sad- 


ness; now they seemed to be able n g 
together. After the previous session he ^ 
felt ‘hopeless in myself, but hopen t d 
world’. From early in treatment I ha ga 
the terms *true self” and "false self . and he 
here might be a possibility of becom- 


hild, and growing up again. His 


agreed t 
it it felt vital to 


ing like 2 © 
ji veloped, bu 
camer! ju ps ms it, He had thought 
impossible to pe with 
e self. 

ar re r i f ‘feeling a bit 

llowed à phase © g 

d with this place’. He thought that 
e staff did not like him and sus- 


MPS 46 
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pected him of possibly being a trouble-maker. 
He said he tried to fit in but he imagined 
some people felt he was a threat. He had 
felt that in previous situations. ‘Staff ask you 
for your ideas but then back-pedal when you 
suggest anything.' He admitted to some sus- 
picion about me. 'I don't like relating to a 
statue. I think you ought to make your feelings 
known, so that we are on an equal footing.’ 
His communications and my interpretations 
here were to do with his great fear of depen- 
dence on someone who might Possess and 
control him and interfere with his self. “I feel 
so near to my self that I’m not taking any 
risks) He went on the next session to be 
more explicit about feeling *I need some sort 
of help from you'. He Spoke of keeping 
people at arm's length because of a fear of 
Some sort of fusion and loss of identity, but 
also a bottomless abyss with only a fine 
thread holding him from nothingness. This 
was later put in terms of a fear of being 
helpless and alone, as if he would somehow 
cease to exist if he did not have someone 
continually watching him. 
he felt rejected by me, an 
phase of resistance to bein 


He slowly became more 
his mixed feelings about ev 
ing them and hating them, 
against feelings were |e 
particular it concerned 


Open to admitting 
*ryone, both need- 
He felt his defences 


killing someone, even you i i 
had had dreams of murderou 
his mother and fiancée, 
this, he had a disturbed, 
became more closed again 
he had always operated by 
to need him or be anxiou 
the only way he felt he 
He feared that if he ma: 
just go off and leave hi 


s feelings towards 
After Speaking of 
anxious night and 
st me. He said that 
trying to get people 
$ about him, it was 
could hold anyone, 
rried his wife might 
m, for no reason, He 
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wished there were some way in which I needed 
him, whereas I might just go off, for examp 
to another job. With his increasing vpn 
of needs there was an increasing fear De 
destructiveness. He remembered Loos x 
turbed he used to get at hearing his Wee 
brothers and sisters being left to cry in ies 
so that he hated his parents, and felt had 
killing them. He remembered a night una 
been in pain from appendicitis and alt did 
he was awake and moaning his parents itis 
nothing. He was severely ill with ar TA 
by the next day. He feared that even sls 
let down all his defences I might not vod 
to do anything for him (or presumably 
not bother to). t 
At about A half-way point of erm 
he claimed to believe that I had no just 
about him at all; I did not dislike py 
felt nothing, but he assumed l had being 
about other patients. He admitted a that 
aware of others coming to my room an ess it. 
he felt shut out, but he tried to SUPE. out 
He found himself having greater ene true 
me, the nearer he felt to expressing > rom 
feelings. So having had weekend (s world: 
hospital and feeling less anxious in w^ to live 
he thought he was now well nonb ospital 
by his own ideas. He wanted to leave e in 
Saying he had made marginal rogo now 
backward direction; his defences ould cop? 
in better order, He thought he pim close 
in the world, provided he avoi : 
relationships, and if the worst paper 
Worst he could kill himself. 1 E P 
Surprise that he was willing to on only 
pe of loving and being loved. s to say 
later reference to talk of leaving W^ tellin? 
it had been related to a fear of MY A 
im it was no good, there had 
progress, that he might as well Pi Ü 
elt much more confidence in me 2 thim Ë 
lishing that | would not willingly !€ he 
While he was still not well. pe felt 
He expressed and stressed e at 
had an insatiable need for being ently ey 
breast, that he would want it per e po^ 
that he could never be satisfied. 
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he wrote at night was about this longing and 
despair. At the same time there were fears 
that his violence might be overwhelming and 
destroy the person he needed. He admitted 
towards the end of a session that he wanted 
it never to come that I said, ‘It’s time to 
stop now’. He felt better for saying it, but 
then rather anxious and as though he had 
lost something. He feared being thought a 
Nuisance by me; whenever he saw me in the 
hospital he imagined that I thought he was 
à nuisance and that he was attention-seeking. 

At about this time there were two group- 
therapy sessions a week apart, both of them 
Very important to him. It may be said that 
Nursing staff in group regarded him for a 
Month or more as appearing supercilious. 
The first of the sessions referred to above 
Made him feel ‘really rotten’. He went to his 
room straight afterwards and wanted to go 
to sleep. He later made himself go downstairs 
for his evening meal though he did not want 
to eat. He had been anxious for the time of 
his evening appointment to arrive. The trouble 
In group was that an older man had been 
piking on and on. This man, H., annoyed 
"s So much that he could hardly bear to 
Stay in the same room with him. He said 
h 90d morning’ to you about ten times over, 
Sif he never bothered to remember he had 
Already seen you. It unnerved him, the feelings 
ta, MToused in him. * You just can't get through 
9 him, Tm afraid of wanting to kill him. 
hort of killing him, you couldn't get through 
O him. This material was linked with 
Memories of feeling in a similar way about 
ab, Parents, also with considerable uneasiness 

Out saying anything personal about me. 

Might be offended and lock myself in my 


r 
on so that he could not get through to 


The second group session was of very great 


“portance, though its meaning took several 
Sessions to elucidate. He began by referring 
© the ice it was necessary tO break through 
*ach time he saw me. He said he never felt 
Sure if I really knew what he meant, or could 
Sel what he felt. He said that 2 girl, A. had 
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been very upset in group that day. He felt 
empathy with her and as if others just did 
not know what she was talking about. A 
nursing staff report on the group said, 

A. said she felt mixed up inside and had been 
feeling “down” but felt unable to express how 
she really felt. She asked rather angrily why 
people didn’t notice how she was. * Doesn't any- 
one care? Why do I have to tell you how I feel? 
I expected someone to ask me, not to have to 
tell you myself." 

A. was a patient with very similar false-self 
functioning. 

My patient went on to speak of how with 
a few people outside hospital and with this 
girl A. he could feel empathy, unaccompanied 
by any anxiety. This was the most intimate 
form of relationship he experienced, but he 
went on to say that maybe these empathic 
relationships finally became unsatisfying. I 
said that these people seemed to be other 
versions of himself and not separate people 
to whom he could relate in a ‘real’ way. 
I asked whether he could live with A., 
questioning whether the empathy could sur- 
vive everyday life together. 

When next seen four days later heannounced 
that there was no ice to break that night. 
There had been a breakthrough. Did I not 
think so? He said he now felt no anxiety 
whatever about separateness, that he could - 
and did — love without anxiety. He said some- 
thing had happened in the previous session 
and ‘he now felt quite confident that I under- 
stood him. He now felt he could shortly leave 
hospital. Somewhat puzzled I referred to his 

uite recent persistent fantasy of wanting to 
be held at the breast all the time. He said he 
now felt confident that he would be fed, he 
did not have to keep it in his grasp all the 
time and control it himself. He said several 
times that he felt so excited by the change 
in himself, he could hardly get to sleep for the 
exhilaration of it. 

Not until 14 days after the group session 
involving A. did he talk about the particular 
change that occurred in him at that time. 
His empathy with A. had changed ‘in a flash’ 
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to a true concern for a separate person, from 
himself as a separate person. I said that I 
thought such a change had a background to 
it of feeling that I might feel true concern 
for him. There was no comment on that until 
the following session when he began by saying 
that at the moment of awareness of the change 
in his feeling for A. he was quite distinctly 
aware of believing he received the same con- 
cern from me. Back-tracking a little, seven 
days after the group session he said he thought 
the change in himself (not then spelt out as 
a change from empathy to concern) had 
occurred when I asked him the day of the 
group session whether he thought he could 
live with A. 

He continued to feel quite changed, an 
entirely different person, so that his relations 
with every other person changed. He said, 
“It was as if I used to be “me inside” and 
then “an outside me” and then the world. 
The “inside me” kept dodging around tryin 
to avoid attack. I used to feel | could always 
be penetrated or engulfed or absorbed. | felt 
So cut off and dead and anxious. It is like 
a long nightmare that I’ve woken up from, 


and I feel sure I will never go back into 
again.’ He later wrote: 


NO set programme, 
now, and that was 
nyself, and T could 
Up, that you trusted 


for me to trust and accept n 
only do this when I felt, in gro 
and accepted me, 

Where life was once a Constant threat to m 


being, always a Source of fear and anxiety, now 
I just feel I am alive and not aln 


nost dead. | never 
doubt I am alive, whether Iams 
quiet or active, with people or al 
frightened by other people, altho 
saddened. I once said life seem 
would be if everyone felt the wa 
past. But not everyone does, 

I can see the point of not facin 
in therapy. When they expect a particular response, 
it is difficult not to give it to them without 
appearing inhuman. But that places the 
(or anyone in that position) in an 


ad or happy, 
one. I am not 
ugh I am often 
ed hopeless, It 
y I have in the 


g some patients 


therapist 
awk ward 
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rors > er person's 
position, and only reinforces the p T xy 
"e E. ma se sought after Is 
behaviour. If the response soug mere Ad 
given, the patient could become embi dd utm 
č 7 i at | wou 
close up altogether. 1 know that Sa 
icular responses, usually 
look for particular resp I ihe did nol 
er. e end A 
from you, as a mother. In the e 


] 

: Eo »robably 

matter. If they had been given to Ha ep u Pat 
A m er lor m o 

would have taken much longer | should 


well. But I was aware that somehow à 
not have had to be like that, and this pra 
me from only looking at you as a men 
Most of all, 1 am quite happy an $ "| don't 
whether reading, sitting and thinking. api to be 
feel I have to be with people all the en with those 
seen by people to feel I am alive. cS sd 6 
I can relate to best, I do not feel L ai but 
with them all the time. In short, I len um open 
os with- 


vented 


own, 


not by maintaining defences; | cl 
Prepared to accept changes and i 2. beginning 
out losing myself. More and more Mh vou did 
to see the significance of many rie eg. the 
and said in therapy. Even little ee “Come 
way you opened the door and only uld b 

in’ or something equivalent. This ie therapy ? 
you do anyway, but in terms of m) 


nees V 


ES hat 


least, to Sày any more may have 2 you nad 
conversation with my false self. E^ " woul 
Stopped this to get down to d and Vip 
Probably have made me feel rejec “ibility ge 
me up. I could be wrong. That a? e tremely 
not threaten me, I will always t: expect 
grateful for what has happened. I ne ib 


en 
, elp (6*7. 
to get any more than just enough nid a stron 
me to cope with life. Now I have * 
sense of my self, 


DISCUSSION ine 


ee 
There is a striking similarity p p 
descriptions given by pasen tt has Sct 
distinct false selves. As bii that sm 
the greatest anxiety is to do anit f 
is unthinkable, the exploitation recon 
Self. The true self is longing for terrifi it 
and closeness and life, but ation esto 
engulfment, absorption, pene 4 gui t 
ation. The false self guards it asst al, mgs 
Wearies unto death of the mecha Lr 
Meaningless, uncreative burden tha fo) f^ 
to be. Thess statements are repeat ile 


in this 
Over by patients discovered in th 
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Management or analysis 

It is often said in connection with the 
treatment of such patients that they need 
management and not analysis. The patient 
here described spontaneously indicates the 
pitfalls that could have arisen from manage- 
ment rather than analysis. Even with patients 
Whose true selves are much more fragile 
and have taken very much longer to come 
Out into expression, management would 
Probably best be in the hands of a hospital 
Wherein the analyst works, or in some other 
Suitable setting. This patient always referred 
to his infantile needs as certain to be insatiable, 
and if anything had been given as a token 
gratification, there is doubt that the out- 
Come would have been as favourable as 
Soon, 

This is not meant to deny the need for 
Management by someone. Such patients have 
often come to the end of their tether in the 


on in regard to employment OF study, and 
or Ae to be taken in and looked after; 
defence, anxiety at any lowering of false-self 
eae, IS too great to be tolerated outside 
* cas Cted life situation. In the nature of 
ace * the home is unlikely to be a suitable 
hana " good management. On the other 
an * degree to which a good hospital 
havi pigs the patient with the feeling of 
fim à second chance at a home may be 
Birl ed from such remarks as the following. 
r With several years slow treatment behind 
9n coming back to hospital after à 


l weekend at home, ‘But I was glad 
e had 


other 


a 


e 


Uccessfu 
to co 


Never 
"eferre 


me home again.” Another said sh 
felt so at home before, and an 
Y sch to hospital as having been ‘My homes 
the nu Sol and everything.’ The demands on 
ma Fi staff are not necessarily great, 47 
i nm be apparently minimal. In reg 
ais "AP sessions, it might be argued that 
?nagement rather than analysis t° let 
on be, to convey an awareness an 
a ; nce of his experience of infantile needs 
tog po Tefrain from interpretations that go 
" above the head of an infant. But this 


: pati 
Wee 
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must be part of the analysis of any patient 
at some time. 

The particular hospital in which this patient 
was treated is private but state-subsidized, and 
the patient was receiving a state sickness 
benefit covering virtually all his fees and 
expenses. All the domestic and gardening 
work of the hospital was done by patients, 
except for the cooking. There was therefore 
no economic barrier to treatment, and every 
indication that such a hospital might be the 
elective setting for management of such 


patients. 


The process of change 


In regard to the actual process of change 
in this patient, he knew from the beginning 
that I had at least an intellectual under- 
standing of his predicament in life. As he 
had previously been seen by several other 
doctors and a psychologist, and none of them 
had understood him, or spoken to him, in 
terms of false-self functioning, he probably 
felt some hopefulness in regard to me. He 
then tested the understanding and acceptance 
in various ways. His attempts at conversation, 
his talk of leaving, his warnings about his 
otential violence, his resistance and hostility 
were all interpreted as defences against ex- 

ing his true self. 

pie groan session when A. said, ' Doesn't 
anyone care? Why do I have to tell you how 
I feel? I expected someone to ask me, = 
to have to tell you myself’, it may be presume 
that my patient keenly felt her ne r 
replica of his own, but was ina state of min 
he suddenly felt willing to leap into 
Sing k of believing that he himself was 
sia aem that he did not have to tell 
: that he was understood without 
aining. From that moment he 
If released, within a protected 
t able to have a separate 
he said he thought he had 
what had happened in that 
he thought it would have 
o believe that I accepted 
d to me after the 


25-2 


cared 


felt his true se 
environment, bu 

uch later 
cky for 
rwise 
months t 
he actually sai 
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group was still that he always had to break 
the ice when he saw me, and that he never 
felt sure that I really knew what he meant or 
could feel what he felt. Within that session 
he did feel satisfied that I understood, but he 
still did not say so until the next session 
several days later. 

In regard to the resolution of the trans- 
ference, three brief observations may be 
made. At the time of the second group inci- 
dent he was clearly at a peak of taking me 
for granted as a good mother. Two weeks 
later he interrupted his first communication 
in a session to say, `I feel strange. I feel like 
an adult talking to another adult. As I was 
coming up the path tonight to see you I felt 
like a grown-up son visiting his mother.’ At 
the time of leaving hospital several weeks 
later he said, `I don't think I see you as a 
mother to me any more. I think I see you 
as yourself.’ 

Psychopatholog y 


That this very disabled young man emerged 
from brief treatment as such a strong self, 
untroubled by neurotic conflicts, makes one 
wonder how such development could have 
gone on, underground so to speak. As soon 
as he had changed he talked of wanting to 
extend himself. Not only did he no longer 
feel terrified of competing, but he wanted to, 
“no matter what’. This was said in a power- 
fully assertive way, not aggressively but as 
though strength was flowing back into him. 
He thought he might even attempt a medical 
degree, saying how strange it seemed to plan 
to do something like that and feel no anxiety. 
He wondered whether I imagined him doing 
it to get my approval, but he did not think 
it would stop him, whatever I thought. 'May- 
be you think I’m deluding myself, but I don't 
think so. I think I'd be a fool not to give it 
a go.’ 

That this patient managed to change so 
much with no slipping back at all suggests 
that a long period of working through is not 
inevitable. His true self must somehow have 


EVELYN LIND 


already had a strength belied by his clinical 
history. The release of that true self may be 
seen as occurring at a fortunate conjunction 
of events, and people and places. Similar 
changes have been seen in other patients, 
though none so dramatically. That the Tyre 
was no more than compliance bv the false 
self has no evidence to support it. His change 
has been steadily maintained in the six months 
since leaving hospital. 

With treatment being so brief, there E 
many important aspects of his coni 
pathology left quite unclarified. It was an 2 
pated that treatment. would slowly. » " 
transference, work through his beliefs dim 
why he felt rejected, but this did not eant 
He said he felt he was a nuisance, that W 


j as a child he 
all. He did once say that even as 4 ch al 
not à 


are 


Her insecurity seemed the same as 
he said he was only vaguely aware © hia 
His mother had been an only child er ha 
wanted brothers and sisters. The patient 
two siblings by the time he was an his 
can only guess at what went wrong — 


: anxio" 
mothering. There was clearly à" yd not 
mother with a first baby who cou ction 


" isfa' 
reassure her, and whose lack of sat her 


presumably went on being convey® : had 
He often mentioned that whenever he was 
to be home from school with sickness ith the 
clearly told he was a nuisance. yu arents 
youngest children of the family ie TE 
had become much more affectionate 2" 5 

oing. sg ter 
a His trouble could be seen in Bowlby Si and 
(1969) of a failure in maternal caretak i 
a pathological prolongation of inten opt 
ment longing on his part, his gom in iae 
having proceeded relatively normal dem a I 
areas. As he said, he felt always $ ital K 
child. Quite early in his time in ic an 
went on weekend leave to a family es : 
he felt like a lost child outside hosP!™ 


was very relieved to be back. 


—— m 
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SU : total of 19 sessions. The process of change is 

UMMARS delineated more by the patient's communications 

^ change from life-long false-self to true-self than by theoretical constructions. The residential 

functioning is described, the change occurring setting for management and therapy is briefly 
in brief analytical psychotherapy extending to a described. 
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Randomness in grid test scores 


By JOAN W. DRAFFAN* 


4™ 


Bannister (1960, 1962) and Bannister & 
Fransella (1967) have shown that the Reper- 
tory Grid Test differentiates between thought- 
disordered schizophrenics and non-thought- 
disordered subjects and normals. This has 
been confirmed by Foulds et al. (1967), Spel- 
man er al. (1971) and Frith & Lillie (1972). 
Bannister (1960, 1962) has suggested that these 
results are consistent with characteristic dis- 
turbances in the conceptual structure of 
thought-disordered schizophrenics, possibly 
as a result of repeated invalidational experi- 
ences (Bannister, 1963, 1965). He has suggested 
that the relationships between constructs are 
abnormally loose and inconsistent, and are 
Probably best described as random (Bannister 
& Mair, 1968). 

Bannister & Salmon (19 
& Buckley (1969) have sugge 
Process disorder does not en 
breakdown of conceptual structure in all cog- 
Nitive areas, but rather a specific breakdown 
in areas of the greatest psychological meaning 
to the patient. It has been shown, for example, 
that the conceptual structure governing sub- 
jects is less disordered than that governing 
People, 

Williams (1971) and McFadyen & Foulds 
(1972) have gone on to vary the elements in 
the Grid Test, and have shown that both 
thought-disordered and non-thought-dis- 
Ordered schizophrenics, and normals, obtain 
higher scores for Intensity and Consistency 
bes dealing with people known to td 

ve opposed to photograph Ot i ap 
PaL dealing with know people: ji 
the „êt rather than being entirely randoms 
latio, e ene disordered schizophrenic's T€ 

* IPs between constructs show 2 degree 
forg | Partment of Clinical Psychology: Warne 

9spital, Oxford. 


66) and McPherson 
sted that thought- 
tail a generalized 


of structure. It was therefore decided to in- 
vestigate whether the Bannister-Fransella 
Grid Test is meaningless to such patients, or 
whether even there, their sortings depart from 
randomness. 

METHOD 


Intensity and Consistency scores were cal- 
culated for 30 Grid Tests, using random 
number tables to rank order the photographs. 
The scores on these ‘random’ tests were com- 
pared with those of Bannister & Fransella's 
thought-disordered and non-thought-disor- 
dered subjects, as reported in the Grid Test 
Manual (Bannister & Fransella, 1967). The 
random sorts were significantly lower than 
those produced by thought-disordered schizo- 
phrenics, both on Intensity (Mann-Whitney 
U test: z = 6:21; P < 000003), and Consis- 
tency (Z = 2-3: P < 0-01), and lower than 
those produced by the non-thought-disordered 
subjects (z — 8-3, P < 0:00003, and z = 6:1, 
P « 0:00003, for Intensity and Consistency, 
respectively). 

DISCUSSION 


It has been shown that the sorts produced by 
thought-disordered schizophrenics on the 
Grid Test lead to higher Intensity of relation- 
ship and Consistency scores than would be 
expected if they were sorting entirely ran- 
domly. It appears therefore that thought- 
disordered schizophrenics do not lack sub- 
systems for psychological construing, but 
rather that theirs are less highly organized 
than other people's. 

(lliams (1971) asked thought-disordered 
yenics and normals to sort fictitious 
resses in terms ol the Bannister- 
s and suggested that the 
nce was due to 


schizoph 
names and add 
Fransella const 
schizophrenics 


ruct 
poor performa 
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an insensitivity to cues about personality. 
The scores of Williams’ thought-disordered 
schizophrenics when sorting these addresses 
(Intensity median 397, range 241 to 1066; 
Consistency median —0-04, range —0-44 to 
0:60) and the random sorting scores of the 
Bannister photographs (Intensity median 407, 
range 199 to 603; Consistency median — 0-02, 
range — 0:54 to 0-67) bear a striking resemb- 
lance which suggests that when the psychologi- 
cal constructs are to be used with elements 


JOAN W. DRAFFAN 


as far removed from their focus of convenience 
as fictitious names and addresses, the relative 
lack of structure in the thought- disordered 
schizophrenics’ construct subsystem results 
in random sortings. 
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Pre-recognition perception and personality: a pilot study (use of 
pre-recognition perception in a clinical context) 


By V. SHARMA* AND L. HAAST 


A large number of studies on subliminal 
Perception, defence and subception and their 
Physiological bases suggest that recognition 
is not an ‘all or none? phenomenon, but that 
there are various levels of stimulus awareness 
below the recognition threshold (Brown, 
1961: Dixon, 1971; Kragh & Smith, 1970). 
Recognition, as we know, is ordinarily ex- 
tremely quick, but the use of a tachistoscope 
With graded time-exposures enables the re- 
search worker to control the degree of stimulus 
awareness, All the preliminary stages in the 
Process of our becoming fully aware of a 
Stimulus may be called * pre-recognition" 
Stages, as opposed to the stage of 'end- 
recognition’. It has been observed that a 
Breater interplay of personality factors is dis- 
Cernible during the various stages of pre- 
Tecognition before information conveyed by 
the senses at ‘recognition’ has become too 
Objective to be affected by them. Personality 
factors, such as defensiveness, sensitivity, 
Anxiety, or attitudes, are more actively evoked 
by creasing the emotional content of the 
Stimulus (Dixon, 1971). 

In a clinical context very little use is made 
9f pre-recognition responses in understanding 
Pig exploring dynamic problems, and the 
Sclings and conflicts that the perceiver may 

"ing into interpreting his perceptions. In the 
Present study, an attempt is made to exploit 
"recognition responses for the purposes 


mentione lore the 
d above, and also t0 explore ^. 
! idual's 


Ossi "s iM 
Shed of assessment of an indiv 
Soal IY to recover progress and achieve his 
i hich his dis- 


s 
abii, ^5 Well as the extent to W | 
Y interferes with and defeats such aims: 
pital, Halli- 
|, London. 


" 

x Senj 
Wick, $ ioy Psychologist, Friern Hos 
den Jniversity College Hospita' 
Ctising psychoanalyst, London. 


For convenience we will call the former 
"strengths? and the latter "weaknesses". Pre- 
recognition perception may also be used to 
understand the defence mechanisms that an 
individual employs against the anxiety-pro- 
voking stimulus. Pre-recognition responses in 
relation to unpleasant stimuli are analysed 
and evaluated, using the particular technique 
described below. The findings are then 
validated against information available about 
the subject from his psychotherapist. 


THE TECHNIQUE 


The Defence Mechanism Test (DMT), con- 
structed by Kragh in 1961, is a tachistoscopic 
technique using TAT-like slides, two for male 
subjects and two for female subjects. The 
slides depict a central figure and a threatening 
secondary figure. The first picture is shown 
20 times (series I), the exposures being pro- 
gressively prolonged from 10 msec. the first 
time, through 13 and 17 msec. the second and 
third times, up to 2 sec. the 20th time, on 
a logarithmic scale. The second picture is 
shown in the same way (series ID. It is 
this way to study how perception 
develops from early diffuse global pre- 
recognition to correct perception, i.e. identi- 
fication, of the emotional situation. It is 
assumed that early phases of pre-recognition 
are largely determined by the relatively un- 
conscious and early experiences of the indi- 
vidual, while the Wr pue nM 
determined by the test stimulus (see 9) à 
1966; Kragh & Smith, 1970). T" 

In the present study the papas i 4 : 
subjects t0 2 series of exposures are ana yse 


in three ways: 
evaluated in 
i^ According to the feelings 


possible in 


and conflicts 
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the subject projects on to the figures in the 
picture during the exposures and the patterns 
implied in the sequential analysis of these. 
(This will be called here the "serial recon- 
struction’ of the pre-recognition phases.) The 
correspondences of pattern between series I 
and II are emphasized in the interpretation. 

(2) According to defences against the 
anxiety-evoking threats and how they are 
organized from the beginning of cognitive 
organization until full recognition. The de- 
fences in this context are the processes that 
distort or colour the perceptual reality. Per- 
ceptual responses to the slides are classified 
ina way analogous to psychoanalytic defences, 
for which some evidence is established. In a 
study which excluded threat from DMT 
pictures and kept other variables constant, it 
was observed that the perceptions which are 
classified ‘defensive’ were significantly re- 
duced. This indicates that threat in DMT 
pictures ‘raises the defensive activity’ at pre- 
recognition level (Kragh & Smith, 1970). 

(3) According to what has been the ‘pro- 
gress' of the perception in terms of perceptual 
operations. For example, any perceptual 
deterioration, specific perceptual inhibition, 
or evidence of recoverability if perceptual 
deterioration has been observed, any signs 
of relative adaptive perception such as earlier 
recognition of the stimulus-sympathetic per- 
cepts than of the incorrect ones. It is 
hypothesized that such signs of ‘perceptual 
progress’ may indicate the ‘strengths’ and 
‘weaknesses’ of the person undergoing the 
tests. (This factor is currently being explored 
more extensively by Sharma.) 


METHOD 


DMT was administered to a patient of 
Haas’s about whom the only information 
available to Sharma was that the patient was 
receiving psychotherapy. The patients re. 
sponses were analysed as described above, and 
the findings were recorded before any dis- 
cussion took place between the two authors. 
Haas was then asked to give: (a) a clinical 
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and dynamic description of the patient, (b) 
an account of the course and progress of the 
therapy, (c) his assessment of the patient's 
strengths and weaknesses, (d) his view of the 
characteristic manner of coping with and 
defending against anxiety and stress in therapy 
and outside. DMT observations were then 
discussed. Haas's observations on these four 
points were classified as spontaneous agree- 
ments’ if they confirmed the DMT obser- 
vations. The other findings from the tests 
were then put to Haas for his opinion: those 
that he positively agreed with were classified 
as ‘confirmed’, those about which he was 
doubtful were classified as ‘unconfirmed nan 

those with which he disagreed were classified 
as ‘disagreed’. 

The results of the first experiment 
sufficiently encouraging for the same ‘aed 
cedure to be repeated for another patient 
The two patients had been for three gene 
and were still at the time of the experimen i 
in twice-a-week psychotherapy. 


were 


THE STUDY 
ented in the 


is pres 
The record of the study is pre For reasons 


order in which it was conducted. d very 
of space, the procedures are ep hle 
briefly and details of the processes Mp 
to an interpretation cannot be give": 
ever, the responses and brief commen nt 
give some idea of the bases for thes? ; the 
pretations, which are similar to those ^. 7) 
studies by Kragh & Smith (1970, chs: he tim? 
(The Lund University group are a ing ? 
of writing, in the course of ir y 
normative study of 875 DMT prom” l 


ts wil 


Case | 

DMT responses and comments. In 
the patient began by secing the ` m 
followed by ‘Buddha’ and ‘Bud und we 
figures, until exposure 6, when she 10 , 
Picture ‘a bit abstract’, and was nO . s 
it was a human figure or whether i : 
sort of an object (note that the exp? erce 


is longer here), On exposure 8 5 
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= ‘anguished expression on the face’, which 
bw. like `a little elf sitting and mending shoes’. 
fi n this exposure the identities of the central 
s (H) and secondary figure (S) were cor- 
i y recognized in terms of age and sex. But 
d the following six exposures she repeatedly 
oe if they were female figures or not. 
op nw as though for the patient perception 
ai et together was incompatible, and 
dius 5 perceived to the exclusion of the 
H and d. many changes in the identities of 
On am suggested a lack of object-constancy. 
d xposure 17 she perceived S's face as 
re d P ar wg onde Definite recognition of S 
Sone emale figure did not take place until 
B entes 19. Threat was not clearly and un- 
The ably perceived even in the last exposure. 
differe progress of series IL was somewhat 
lips nt from that of series I. Here, on 
isiel 1 she correctly perceived ‘a kneeling 
ba in the centre’. Such an early recognition 
expo positive perceptual achievement. On 
Fic 8 she perceived the presence of 
she esa person beside H. On exposure 1l 
id Ividly perceived H's * mouth open’, which 
= not have any relationship to the context. 
Mid 12, her perception was almost 
qs With very little awareness of H and 
Sergent of S’s having disappeared. On 
Botte: 15, there was a curious mix-up of 
ör iu on S's face: ‘an expression of anger 
n isapproval or anguish’. On exposures 16 
Vague the perception of S again became very 
tug (Note that pereeption ofS veture 
fro P Series |.) On exposure (f (feit 
uec sae Es H was recognized, dll the 
Ce e vus lan was established in the last 
s Monat. without further disruption. 
fe Ses, (iy observations based on DMT 
lati ale, Jy Disturbed relationship with a 
Tepes ip wi ery little or no emotional re- 
M Roe people. (3) A possible problem 
(5) 5 eae acer (4) Difficulty 
to t hg or re and discriminating feelings 
ing, ess in. needs and oral problems. ( 
Pain G ui depression and depressive feel- 
fu is cidal tendency. (8) Avoidance of 
turbing feelings. (9) Good positive 
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coping abilities. (10) Highly regressive de- 
fensive pattern always present. (11) Tendency 
to isolate a major mechanism. (12) Denial 
another major mechanism. 

The patient as the therapist sees her. Forty 
years of age, unmarried. Sexually frigid. First 
relationship with man at the age of 21. Neither 
parent had a good and stable relationship 
with her. Father played an insignificant role. 
Bitter memories of mother, who never related 
warmly to the patient. Disturbed body-image 
feelings: that she has underdeveloped breasts 
and that the upper and lower parts of her 
body are disproportionate. Fantasies of being 
raped and forced to submit to men. Some- 
times excessive reactions, full of hostility and 
hatred. She still has to work through her 
aggression. She is intelligent, ambitious and 
an able teacher, who pursues her objectives 
with frequent fluctuations. Wastes a lot of 
time and frets and fumbles a lot before getting 
down to work. Very good basic abilities, but 
easily distracted. She had not made satis- 
factory progress in therapy by the time of this 
study. Emotionally, the situation at present 
is that of depression, sense of purposelessness 
and little hope about the future. Her main 
defence is to avoid emotional involvement. 
Since her affective needs had been frustrated, 
she withdrew her feelings from her relation- 
ships with people, particularly men. But it is 
interesting to observe that she keeps a large 


number of small animals, to which she gives 


much affectionate care. 
n DMT observations 


Correspondence betwee. 5 
pts view of her, (Figs: 1-12 


observations listed 


us agreement (1, 2, 1^ 1 5 
sent: confirmed (4, >, 
0, 11) = 65 per cent; con M 

de 27 pe cent; unconfirmed (none); dis- 

agreed (N= 8 per cent. 
Case 2 

DM T responses and comments. On exposure 

he erceived both figures (which is com- 

S dons rare at such an early stage). The 

‘ees were seen as ‘twins having exactly 

gu 


he same faces’. She reported ‘stillness and 
the 
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a sort of emotional deadness' in the picture 
on exposures 1 and 2. On exposure 3, both 
figures were seen with ‘horrifying faces, like 
ghosts’. (Perception of this kind of threat is 
again relatively rare.) On exposure 6 the 
threat had disappeared, and she saw H ‘as 
a relaxed...dominant person’, and S as 
‘subservient. ..serving the meals’. This situ- 
ation did not last long, and on exposure 8 
H was perceived as being ‘suffocated’ and 
‘overpowered’ by S, who was identified -as 
female. From exposures 9 to 13 there was 
a reappearance and disappearance of "threat 
from S to H. The figure of H was perceived 
alternately as large and small and that of S 
as alternately ‘kind and gentle’ and “intruding 
and sinister’. On exposures 11-15 a knife was 
perceived vividly unrelated to the context, 
which she could not quite integrate in the 
perceptual configuration. On exposure 16 
the ‘separateness’ and the absence of any 
‘dialogue or relationship’ between the two 
figures was reported with annoyance. (Com- 
pare this with her remark about the stillness 
and ‘emotional deadness’ on exposure 1.) 
On exposures 15-17 she perceived the figures 
as ‘twin sisters’ in joint activity. (Again, 
compare this with her remarks on exposure 1.) 
On exposures 18-20 the threat from S is 
definitely recognized, but H is perceived as 
proud of her beauty, defiant and unintimi- 
dated. 

In series II similar feelings and conflicts 
were brought in relation to both figures. In 
addition, on exposure 3 H was perceived as 
a small child, ‘suffering in real misery and 
agony’. On exposures 3-6, S is ‘almost 
hooded’ and seems threatening, “waiting to 
enclose and devour the child's mind’. Thus, 
up to exposure 8, H is repeatedly perceived 
as in some kind of mental or physical danger. 
On exposure 9, H is seen as a young girl, who 
is "holding a toy or something. ..is turned 
away from her mother. . .she wants to protect 
it from her mother’. (identically, from ex- 
posures | to 14, H is perceived as being 
between 7 and 12 years of age. In fact, in 
both series, H was identified more as a child 
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than as an adult- the slides actually show 
adult figures and a majority of people so 
identify them.) From exposures 11 to 13. S 
is perceived as a ‘nice, kind mother’ and H 
as a "daughter who wants her mother to be 
there’, On exposure 15 H's identity is cor- 
rectly perceived, but on exposure 16, the 
previously correct identification of S is dis- 
rupted and the figure is perceived as "quite 
a dangerous man’. (It can be psychodynant 
cally significant that the sex of S is change 
as soon as the threat is near recognition: but 
also, at a later phase - i.c. between exposures 
13 and 20-a setback of this kind may D? 
held as a sign of negative adaptive processes 
On exposure 20 she perceived a “horrid ag 
gressive woman'- a correct recognition d 
the threat and of the identity of S establishe 
at the end of the series. u) 
Personality observations based on DM T. kA 
Preoccupation with aggression and np s 
(2) Preoccupation with childhood sect 
past. (3) Possible early experience of emot! i 
deprivation. (4) Intense need for warmth nidi 
love. (5) Disturbed relationship with a 
in which mother is perceived as a threaten ant 
overpowering person. (6) Possible p " 
relationship with mother, e.g. paito dl e 
pendence. (7) Exaggerated tendency to! : 
and denigrate herself and other peoP othe? 
A close, vicarious relationship with a^ gost 
person of the same sex. (9) Attempt ? 10) 
pensation by pride in her appear ilit 
Generally adequate coping, but vile d U 
and possible tendency to be overpow gen 
fear of threatening objects. (11) Mar fo) 
sitivity and insight in her OW" 7". of 
people's feelings. (12) Paranoid pro! gene 
(13) Marked denial. (14) Marked ation 
for affect-reversal and reaction-for™ h 


à sap saes Her ne 
The patient as the therapist € " u^ i 
years of age, unmarried. Origina Aa" " 
ress! nu 

dep wh 


with panicky feelings and 


described her mother as a vampi"? nd ud 
She was still emotionally intensely Le 
qoe uy 


She never received love from het ! pysic? nal 
Was not infrequently punishe pitte™ 
beaten, and even scratched an 


Pre-recognition perception and personality 397 


positive affection she did receive was from the 
woman who acted simultaneously as house- 
keeper and nanny. She developed marked 
masochistic tendencies and fantasies. During 
her early years she tried hard to cling to her 
mother and to win her approval. She has 
always been intensely attached to her sister; 
the two girls used to hold story-telling sessions 
about strong sexual men in order to obtain 
Vicarious pleasure. She was sexually frigid 
and her greatest problem was to express her 
need for love. She is intelligent and sensitive, 
but has paranoid traits and is inclined to see 
hostile motives in people's behaviour. She 
has intuitive psychological understanding, 
cs makes it interesting to work with her 
ln ee She is ambitious, with strong 
IE aggressive traits. In the course of 
atment she has become much more inde- 
ipee il her mother, but is still inclined to 
fet c sn old patterns of behaviour, alter- 
Con eii complete submission and 
taio ence on the one hand, and a tendency 
See, ate herself on the other. Her affective 
fibres and their expression are no longer so 
“Pressed, though she is still apt to develop 
Paranoid feelings in relation to other people 
t times, 
"^. Je, eine between DMT observations 
hse te therapists view. Spontaneous agree- 
Ne (1, 3, 5, 6, 8, 11, 12) = 54 per cent; 
sme (4, 3, 8, I, yer 3d per een 
à nfirmed (2)=7 per cent: disagreed 
One), 


DISCUSSION 


Th m 
Tapp, Tesults in both cases, summarized 1h 


i 
int so bear encouraging. The total agr 
"ists en DMT evaluation and the 
In A i mon in each case is over 90 
he Second Unconfirmed findings (7 pet cent 
ty Perapi Case) include those about which 
“at ir did not have sufficient evidence 
x. t "i s was a lack of definitive data 
is lie ados opinion to be given. 
an Seed Y finding about which the therapist 

1 of May be better understood in the 
e re- 


* information available. Th 


di 
li 


Table 1 
Case 1 Case 2 
(99) (95) 
Spontaneous agreement 65 54 
Confirmed 27. 39 
Total agreements 92 93 
Unconfirmed — 7 
Disagreed 8 -— 


sponse was originally coded as indicative of 
the tendency to turn strong emotions and 
aggression inwards. An inference was made 
from this and other responses that the patient 
may have a suicidal tendency. With knowledge 
of the details of the case, however, it seems 
more likely that the response could have been 
indicative of the patient's persistent fantasies 
of rape and forced submission. This instance 
serves as a warning that interrelated inferences 
at this stage are unwise and that we should 
first attempt to establish a direct relationship 
between the patterns of responses and the 
clements of identifiable behaviour. It seems 
probable, however, that a better. clinical 
understanding could be achieved if more in- 
formation about the patient was available 
before the tests. The technique could be used 
to clarify or confirm hypotheses in the course 
of diagnosis or therapy. 

The results must be viewed in the light of 
the fact that both authors are following a 
psychoanalytically orientated model. In order 
to answer the question of whether similarly 

DMT tests would be 


high agreement with 

found in any group of therapists, a wider 
study would have to be conducted. To 
i riability attributable to indi- 


ql the variability atrib Sharma 
e x | differences amongst therapists * hurt 
VIC? ently carrying out ihe same proce 
, peration of other therapists. Here 
id in support of the use 
technique. Unlike other 
quire an indi- 
but simply to 
an exposure. 
dertaking the 
task and 


IN current 
with the ce? 
something may be sa 
of a pre-recognitior ; 

rojection tests, it does not T 
idual to use his imagination, 
: g 
describe what he sees during 
> er, some subjects und 

7 an ego-involving 
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they attempt to discover ‘what it is’ in the 
earlier exposures of a series, and identify the 
remaining structures and details of the 
picture in the later exposures. The patterns 
of perceptual progress in the series may be 
the kind of test variable to be explored in 
order to assess the prospects for improvement 
or recovery in regard to a patient. However, 
such meagre data as are presented in this 
paper convey only that the technique of 
analysing pre-recognition responses at various 
levels of stimulus presentation, ought to be 
explored further for their usefulness in clinical 
studies. 

Studies at Lund University indicate that 
threat in a two-person situation in DMT 
evokes defences and unconscious experiences, 
However, further research must be done using 
blank slides on the control group. The controls 
may be asked to free-associate to a blank 
slide to establish how far any special stimulus 
is necessary to elicit such material and whether 
psychopathology, defences, "strengths" and 


‘weaknesses’ may be assessed equally well by 
such a technique. 
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SUMMARY 


The use of pre-recognition responses for HE 
and dynamic understanding of the gie 4 
advocated. A technique of analysing pre-rec' E 
nition responses, i.e. the defence UIT 
Technique, is described. It is proposed that flicts 
be used to explore the feelings and ipe as 
projected in pre-recognition responses as pe i 
to assess the subject's characteristic metho E 
coping and defending against anxiety. In s 
present study an attempt was made to ace a 
whether a validation study of DMT ko wis 
would be promising. The first author gamina d 
and analysed blind DMT responses a eekly 
patients who had been receiving twice tweed 
psychotherapy for three years. Agreement e: the 
the test findings and the therapists view neagre 
patient was over 90 per cent. But such n esting 
data can indicate only that there is an s n o 
field for research, and further investiga 
the case for such a technique is require xplore 
gestions are made for further research to terns 
a possible direct relationship between Teme ô 
of pre-recognition responses and the pä 
identifiable behaviour. 
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Book Review 


The Patient and the Analyst: the Basis of the 
Psychoanalytic Process. By JOSEPH SAND- 
LER, CHRISTOPHER DARE AND ALEX HOLDER. 
London: Allen & Unwin. 1973. Pp. 150. 
£2.95; paper, £1.75. 


There are two major types of psychoanalyst: 
Clinicians relatively uninterested in the theoretical 
interface of their discipline, preoccupied with 
Patients’ problems and the attempt to solve these 
Using classical psychoanalytic clinical techniques; 
and others, the authors are examples, concerned 
With clinical practice but equally with theory, 
Communication and research. There must be few 
leachers of psychotherapy unfamiliar with Sand- 
ler, Dare and Holder's papers on psychoanalytic 
oop which appeared in the British Journal 
of Psychiatry and on which, together with the 
MR outlined in the papers entitled “Frames 
p ‘eference in Psychoanalytic Psychology” (this 
eii nal), this book is based. They were a welcome 

Swer to the question: ' What can I read after 
mesi, textbook?" asked by so many psycho- 
PM ig in training. A rational plan is used to 
order the basic concepts by taking these in the 

et ey might occur in a therapeutic encounter : 
tiie alliance, transference, counter- 
fen Seb resistance, negative therapeutic re- 
Ventio; acting out, interpretation and other inter- 

ook ns and working through. To review this 
iioi therefore like reviewing the second 
Strengt of a well-used text: one is aware of the 
eri ta and has had time to consider ones 
Isms, 

ce Strength of these lectures or papers - 

ree edes is how they still appear — is that 

ie icm have brought together an 
cuss Jo us quantity of complex writing and dis- 

TOces, arnedly the basis of the psychoanalytic 
Thi, ^. a a level appropriate to the postgraduate. 
Clinic. E an immense achievement, Lope 
s ntent”. and stimulating theoretically. So far z 
9 Sosa form are concerned, I have ps 4 

Ute po although aimed at the early po 
ing b the level of presentation is uneven, 
the UL Oth within and between chapters from 
T-simple to the over-complex. The chapter 


on ‘Special Forms of Transference’ especially 
seems uneasily included without a comprehensive 
account of psychoanalytic views on psychosis. 
The treatment of psychotic patients and border- 
line syndromes is highly specialized and far re- 
moved from the management of psychoneurosis, 
personality disorder and sexual deviation which 
must surely form the bulk of the patients in 
treatment with the majority of the readers of this 
book. 

The Patient and the Analyst is representative 
of critical and evaluative current psychoanalytic 
thought. For that reason it raises concern about 
the present state and future progress of psycho- 
analysis. The essence of the problem is whether 
psychoanalysis is capable of developing so that 
its unique contribution to the understanding of 
human experience can be integrated with other 
important frameworks for conceptualizing the 
human condition. The definition and systema- 
tization of knowledge cannot, by its nature, make 
a crucial contribution to the validity of that 
knowledge. Psychoanalysis rests too heavily on 
the sequence: formulation of hypothesis, clinical 
testing using the psychoanalytic method and 

eriodic systematization in books such as this 
one. This method of sifting knowledge is not 
rigorous enough to be efficient or convincing 
either to the sceptic or to those, such as this 
reviewer, who, convinced personally, clinically 
and theoretically of the value of psychoanalysis, 
would like to see its contribution updated and 
sted. Concepts such as mental energy, 
criticized both from within and outside psycho- 
analysis, need to be brought into line with informa- 
tion theory and neurophysiological advances; 
operational definitions of important concepts 
(such as those of the chapter headings in this 
book) need to be attempted; the thorny problems 
of consensus and inference when several psycho- 
analysts listen to the same tape or view the 
same film of psychoanalytic phenomena must be 


rigorously te 


solved; the relevance of much academic psy- 
chology (particularly the psychology of learning) 
should be recognized; and. perhaps above all, 
there is need to take explicit account of the 
social dimension. In the present book several of. 
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these extra-analytic areas are given brief mention 
but none is appropriately developed. 

This mammoth task is not for the isolated 
investigator but needs programmed research 
conceived and integrated from within psycho- 
analysis. One can hope that this book, repre- 
senting as it does the extreme strengths and 
extreme weaknesses of psychoanalysis today, will 


Book Review 


stimulate such action, Otherwise there is a real 
danger that psychoanalysis, both as a theory and 
a therapy, will become progressively more isolated 
from the main stream of biopsychosocial theory, 
research and clinical practice. 
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